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Abstract
This is a portfolio of academic, therapeutic and research work. The portfolio comprises a selection of 
work that has been submitted as part of the requirement for the Practitioner Doctorate in Counselling 
Psychology. It aims to demonstrate my personal and professional development during my four years of
training.
The Academic Dossier contains three essays selected from a range of theoretical subjects that have been 
covered during my training. The first essay explores the concept of boundaries within psychodynamic 
theory and practice. The second essay examines the role of distraction within a cognitive behavioural 
perspective. This essay attempts to highlight the complexity, challenges and benefits of using distraction, 
with the aim of enriching clinical practice. The third essay considers an understanding of self-harm from 
an attachment perspective, whilst critiquing the use of classification systems. These three essays 
emphasise flexibility, creativity and the importance of the therapeutic relationship, thus drawing on a
relational framework.
The Therapeutic Dossier aims to capture and convey my clinical experiences during training. It contains a 
description of my four clinical placements and concludes with my ‘Final Clinical Paper’. This paper 
provides an account of my personal and professional development towards becoming a Counselling
Psychologist.
Finally, the Research Dossier contains a literature review and two qualitative research reports. The 
literature review focuses on the role of trust in an individual’s decision to engage in therapy. The first 
research report is an Interpretative Phenomenological Analysis that examines how sexual-minority clients 
experience finding a therapist and engaging in therapy with them, an experience that proved to be 
inextricably linked with a developing therapeutic relationship. The second research report uses Thematic 
Analysis to explore how sexual-minority clients experience the decision to prematurely terminate therapy 
due to a dissatisfying therapeutic experience. The implications for counselling psychology and therapeutic 
practice are emphasised throughout these two reports.
Introduction to the Portfolio
“It is a long journey, through a country that is sometimes pleasant and sometimes dark and
terrible” (Baum, 1900, p. 15)
"Céad mile fàilte"  ^ to my portfolio. It houses a selection of the work that I have submitted 
during the course of my four years of training. It is organised into three sections and aims to 
capture and display my academic and research interests along with my therapeutic practice. I 
have resisted the urge to rewrite or heavily edit these works, hoping that by not doing so it will 
provide the reader with some idea of the person presenting this portfolio and demonstrate my 
own unique journey and how my thinking has developed during the training.
My aim is also to tell you a little about myself and provide an understanding of how I, Amy, 
have engaged with theory, research and client work, as well as give you an insight into my own 
personal journey towards becoming a counselling psychologist. I will provide an understanding 
into my choice of particular topics in both my academic and research work; however, as self- 
reflection is regarded as a cornerstone of a counselling psychologist’s development and practice 
(Woofle, 1996) I must first tell you...
Why Counselling Psychology?
“There were several roads nearby but it did not take her long to find the one paved with yellow 
brick. Within a short time she was walking briskly towards the emerald city, her silver shoes
tinkling merrily” (Baum, 1900, p i8).
My decision to embark on psychology, first as an undergraduate and later as a fledgling 
counselling psychologist, was admittedly a relatively easy one, primarily motivated by my 
curiosity to understand others and to answer the question: What makes people tickl I have 
always been fascinated (and I still am) by the lives of others and enthralled by the dynamics that 
occur between people. On reflection I wonder if this curiosity was perhaps perpetuated by 
growing up in Northern Ireland, where ideas of identity, difference and the ‘other’ were 
seamlessly constructed and infused in my development, with awkward incongruities being ever­
present when meeting these ‘others’. Furthermore, although I was not fully aware of it at the 
time, I have no doubt that my own personal experiences of mental health, linked with my desire 
to make sense of things (and perhaps even fix), both within myself and others, also required me 
to understand where people were coming from, further propelling me towards an eagerness to 
spend my days attempting to decipher what is happening within others (and, inextricably, 
myself) ....
 ^"A hundred thousand welcomes’
As embarrassing as it is to admit this, the film Good Will Hunting, (yes you read it correctly!), 
soon had me on my way. I was captivated by the psychologist (played by Robin Williams) who 
was endeavouring to decipher the dynamics between himself and his troubled and ambivalent 
client (played by Matt Damon)... I had found my yellow brick road: Amy Maguire, am going
to be a psychologist ...I”
I embarked on a four year psychology degree in Scotland. Although my passion for psychology 
grew, there had interestingly still been no mention of counselling psychology. Theories were 
presented as an explanation, as a logical rationalisation and yet something was missing: people, 
the ‘bread-and-butter’ of what I had thought psychology was about. Fascinated by this seeming 
contradiction, I completed an introductory course in humanistic counselling, which opened my 
eyes to the therapeutic world for the first time. In doing this, something began to click. The 
understanding of a person’s phenomenology, alongside the psychological theory that I was 
learning about (in my undergraduate degree) and how these worked within a therapeutic 
relationship, fuelled my curiosity and it was this understanding that would prove pivotal to my 
entering the world of counselling psychology.
Following this and in an attempt to further ‘fi*ame’ this curiosity, in addition to what I was 
beginning to understand about myself, I undertook a Masters in Counselling and Therapeutic 
Communication. I increasingly began to understand the range of therapeutic approaches, which 
I would later come to understand as pluralism. I was fascinated. Rogers and his conditions of 
worth seemed to provide a structure and richness in which to facilitate a conversation; cognitive 
behavioural ideas, these seemed to fit with my undergraduate understanding of how people 
ticked. Freud...well, I was not yet sure what his mindboggling ideas about a wolf and an 
iceberg meant but it was here that I began to further understand both the importance and 
usefulness of a range of psychological approaches in informing therapeutic practice and, with 
this understanding, my path towards counselling psychology was firmly established...
Academic Dossier
There are three essays in the Academic Dossier which were written during the second and 
fourth year of my training. Each essay reflects my theoretical and clinical interests and, more 
specifically, reveals some of my curiosities at the time of writing. Engaging with each essay 
provided me with the opportunity to expand my knowledge and get to grips with some of the 
questions that I was contending with at different times in the training.
“Art consists o f limitations. The most beautiful part o f every picture is the frame.'’
A Discussion on the Therapeutic Space from a Psychodynamic Perspective.
The first essay was written at the beginning of my second year and followed a somewhat 
confusing and overwhelming first year. I had also just started my psychodynamic year and was 
attempting to get to grips with the model. I was mindful that I had quickly relished the clear 
boundaries and structure that this approach endorsed, providing a sense of security and 
containment for both the client and I. Furthermore, I was also aware that I was, to some extent, 
being told how to be with clients at placement, a way of being that just seemed utterly bizarre. I 
wanted to have a space in which /  could understand where /  stood within this peculiar, 
confusing and often awesome world of unconscious communication, rather than dogmatically 
doing what I was told.
“When the going gets tough, the tough... count backwards by 7 from 1,000 out loud I” 
Distraction, an effective technique within Cognitive Behavioural Therapy?
The second essay was written at the beginning of my fourth year. I had just begun my 
placement and was attempting to get to grips with the cognitive perspective. On starting the year, 
although eager to engage with this new model, I found myself facing several dilemmas, 
believing the processes I had been previously attempting to make sense of were not always on 
the agenda. This resulted in many questions; what about going beyond the alleviation of acute 
symptoms? Psychological health was not merely the absence of symptoms on scales (e.g. Beck 
Depression Inventory, 1961), was it? Linked to these questions was my curiosity about the use 
of distraction, especially as the literature seemed unclear and contradictory, and my fears of 
increasing client’s defences under the guise of healthier rules for living, fostering the 
development of a more entrenched false self and conditions of worth, were particularly ‘stirred- 
up’. I attempted to get to grips with some of these questions in this essay. Overall, I found this 
essay challenging to write, I revisited it on several occasions, still never feeling completely clear 
on where I stood.
“Cut the toe off; when thou art Queen thou wilt have no more need to go on foot. " 
Attention seeking or Attachment seeking? The contribution that attachment theory can
make to the understanding of self-harm.
The third essay was written in my fourth year. My placement at the time was in a Community 
Mental Health Recovery Service. The majority of the clients presented with complex 
backgrounds and many had a recurrent and longstanding history of risk to the self. I again felt 
that I needed a space in which to remain curious and seek an increased understanding, perhaps
highlighting the level of my own distress and uncertainty at the time. Furthermore, after 
attending multidisciplinary team meetings and from my own experiences with clients, I often 
felt uncomfortable at the way clients’ self-harm was considered, often being met with a tiresome 
sigh of being "up to no good” and a label of “PD” and "attention seeking”, perhaps 
highlighting just a few of the meanings and constructions associated with self-harm There 
seemed to be a lack of reflection on, and thinking about, the potential multitude of complexities 
and dynamics that were present in each client. I was also beginning to think about how I 
understood and engaged with human distress more generally. I kept coming back to, and 
playing with, the ideas offered by Bowlby (1988) and Winnicott (1971), perhaps reflecting the 
beginning of a critical and more integrated way of thinking, increasingly concerned not so much 
with the ‘treatment’ of specific ‘disorders’ but with people and relationships. I enjoyed writing 
this essay from this positioning and found it a good prelude to my final clinical paper and my 
emerging identity as a counselling psychologist.
Therapeutic Practice Dossier
The Therapeutic Practice Dossier provides an overview of my experiences as a therapeutic 
practitioner. It includes a brief overview of my four different clinical placements, with a 
description of the therapeutic approach and the clinical work that took place in each, in addition 
to the range of clients that I worked with.
The value of the journey: Following the road to becoming a Counselling Psychologist.
This dossier concludes with my Final Clinical Paper which offers an account of my personal 
and professional journey towards becoming a Counselling Psychologist. More specifically, it 
will provide the reader with an insight into several of the defining experiences on my journey, 
including some of the complexities that have arisen, integrating the personal, professional and 
clinical experiences that have served to shape me as the emerging counselling psychologist that 
I present in this portfolio. The story of Dorothy on her journey to Oz, with the perils that she 
faced and friends that she made, serves as a metaphor to highlight how I have travelled and 
where I now am on my j oumey.
Research Dossier
This portfolio concludes with my Research Dossier. This consists of a literature review and two 
qualitative research projects. As stated above, I have always been extremely curious about the 
way in which people engage in, experience and construct relationships and it is this common 
thread that runs throughout my research projects.
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Can you judge a book by exploring just its cover? A Discussion on the inference of 
trustworthiness from a therapist’s facial appearance and the potential influence on client
choice.
My literature review explored the role that trust potentially plays in a client’s engagement in 
therapy. This review hypothesised that one way prospective clients deduce a therapists’ 
trustworthiness is from their facial image. Therefore, this review attempted to interweave 
literature from a number of different psychological fields. This review was written in my first 
year. As you will come to understand, I was grappling with a wider question at this time, what 
was counselling psychology? And, in particular, what was a scientist and a practitioner? Indeed, 
it took me some time to begin to understand the relationship between therapeutic practice and 
research. However, in being able to reflect back on this struggle and in being able to appreciate 
the perspectives and richness offered by a variety of research approaches, I have also come to 
appreciate how my understanding has grown over the four years.
"She didn’t know me from Adam and I  didn’t know her from Eve. ” An Interpretative 
Phenomenological Analysis of lesbian, gay and queer clients’ experience of finding a
therapist and beginning therapy.
In my first research project, using Interpretative Phenomenological Analysis (IPA henceforth), 
this study aims to explore how sexual-minority clients would describe their experiences of 
finding a therapist and engaging in therapy with them, an experience that was inextricably 
linked with a developing therapeutic relationship. EPA was chosen for a number of reasons. This 
was my first qualitative study and I welcomed the clear and structured approach promoted by 
Smith, Flowers and Larkin (2009). Moreover, I was fascinated by, and curious about, the way in 
which clients made sense of their decision to engage in therapy. IP A provided a framework in 
which to explore this subject through the client’s subjective experience (Smith & Osborn, 1997).
This research highlights that the experience of finding a therapist and engaging in therapy, when 
from a sexual minority, was one steeped in complexity. Participants described the reasoning by 
which they identified potential therapists, resulting in a narrowing-down process. This 
experience was concurrently linked with their increasing engagement in a therapeutic 
relationship and with therapy more generally, which was underpinned by a growing sense of 
safety.
As a trainee, I had questions about my own practice with regard to difference and diversity, as 
well as the processes by which clients engage in therapy more generally. As a researcher, I hope 
that this research will provide an enriched understanding to the current literature. Moreover, as
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this was my first qualitative piece of research and having only had experience of experimental, 
quantitative methods, I was initially dubious about the significance and ‘scientific rigour’ of 
qualitative research (Mays & Pope, 1995). However, as I started to engage with analysing the 
interviews using IPA, I realised that this methodology allowed for an opening-up of a facet of 
human experience, overlapping with my increasing curiosity, my humanistic values, as well as, 
my aspiration to stay with and explore an individuals’ phenomenology.
“Ijust don't think we are meshing here... ” A Thematic Analysis of lesbian and gay 
clients’ experience of client-initiated premature termination from therapy.
My second research project was influenced by my previous year’s research, building on my 
research interests. Using Thematic Analysis, I shifted the focus to sexual-minority clients’ 
experience of prematurely terminating therapy due to a negative therapeutic experience.
This research highlighted that the experience of deciding to prematurely terminate therapy, 
when from a sexual minority, had potentially significant implications for therapy, particularly as 
participants emphasised the need for the therapist to adopt a position of responsibility and 
accountability. As a trainee, I found this research fascinating. It led me to question my own 
understanding of sexuality and consider how it impacts my own practice. While conducting the 
interviews, I was curious and often deeply shocked by the participants’ experiences. 
Furthermore, participants typically seemed to use their interview as a platform to publicise the 
therapist’s shortcomings and broadcast their experience as a warning to the therapeutic world 
more generally, in which they seemed to view me as having the capacity to do this.
Through engaging in both research projects I increasingly came to, both realise and appreciate, 
that we reside in a social context that shapes and gives meaning to our experiences (Hicks, 
2010).
"...it is a long way to the emerald city, and it will take you many days. The country here is rich 
and pleasant, but you must pass through rough and dangerous places... ” (Baum, 1900, p. 18)
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Introduction to the Academic Dossier
The academic dossier contains three essays that were written over the course of my training. 
The first essay discusses the topic of boundaries within the context of psychodynamic practice 
and theory. Two conceptualisations of boundaries are discussed. I also document my opinion as 
a trainee counselling psychologist who is attempting to consider her own understanding.
The second essay explores the concept and role of distraction within a cognitive perspective. 
This essay endeavours to highlight the multifaceted and complex questions that arise with the 
use of distraction and its link with distress. By describing a lived example it is hoped this essay 
will go beyond theory to include practice implications.
The third essay discusses how attachment theory conceptualises self-harm, as well as the 
implications for therapeutic work that arise from this. This essay allowed me to begin to 
consider the interplay between counselling psychology’s humanistic base and a pluralistic 
understanding of human distress.
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Essay One
“Art consists o f limitations. The most beautiful part of every picture is the frame.
A Psychodynamic Discussion on the Therapeutic Space.
Introduction
According to Lemma (2003), “all human activities are framed” and unfold in a given physical 
and psychic space (p.94). Lemma (2003) argues that therapy is no different. Authors suggest 
that therapeutic boundaries are particularly important in therapy as there is a need to create a 
‘safe’ space which is different from that in which relationships normally transpire (e.g. 
Casement, 1990). This space potentially allows the past to re-appear in the here-and-now, and 
emotional conflicts to be relived and better understood, facilitating the understanding of 
alternative ‘solutions’ (Molnos, 1995). This safe space also allows for the activation of areas of 
clients’ “personalities which remain hidden, or partially inhibited” in other situations to emerge 
(Tubert-Oklander, 2008, p.241). Sandler, Dare and Holder (1992) highlight the importance of 
boundaries in defining this unique space. This essay will attempt to explore the 
psychotherapeutic frame, illustrating how an understanding of the therapeutic situation 
influences frame conceptualisation and the resulting therapeutic process.
The therapeutic frame
As the frame of a painting forms the boundary between the art and outside, in psychotherapy the 
frame acts as a structure with rules that differentiate what occurs outside from inside the therapy 
room (Rouholamin, 2007). Milner (1952) first used the term ‘frame’ to describe the therapeutic 
space. Bass (2008) maintains the therapeutic frame is “meant to create and stand for both 
practically and symbolically, a therapeutic structure with clear and safe boundaries in which the 
process of therapy unfolds” (p.l) highlighting the fundamental nature of the frame for 
therapeutic contact.
Literature emphasises the importance of the therapeutic space as being perceived as a safe space 
in which clients can communicate a range of powerful emotions and phantasies, which 
potentially arouses “anxiety, often of a persecutory nature” (Lemma, 2003, p.97). A secure 
frame aims to protect this space and process from intrusions that could be antithetical to the 
client’s best interests and detrimental to the therapeutic outcome (Gold & Cherry, 1997), by
 ^ “A rt consists o f  limitations. The m ost beautiful p a r t o f  every p icture is the fram e. ” (Chesterton, Gilbert K.)
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proposing the ‘rules of the game’ by which the therapist and client are to ‘play by’. These rules 
initiate and define the boundaries and provide structure, ensuring ethical practice and creating 
an environment where unconscious processes are acknowledged (Bass, 2007; Symons & 
Wheeler, 2005). For instance, a secure fi*ame aims to create a space where a client can use the 
therapist, knowing that the therapist will survive (Lemma, 2003). Furthermore, boundaries can 
serve to remind therapists of the nature of the relationship, which should never become a 
“substitute for resolving personal conflicts or thwarted desires” (Lemma, 2003, p.97).
The psychodynamic frame is predominately represented by the protection of concrete, explicit 
features, including “consistency of the setting and set length of time of sessions” (Lemma, 2003, 
p.94). Space differentiation is further supported by the implicit nature of the therapist’s 
analytical attitudinal stance, which incorporates an “unobtrusive, neutral, anonymous, 
professional stance that requires therapists to inhibit, to an extent, their so-called “normal” 
personality so as to receive the patient’s projections, thereby providing fertile ground for the 
development of transference” (Lemma, 2003, p.94).
Boundary maintenance is fundamental to the therapeutic process as it promotes therapeutic 
containment. Freud (1912) began to recognise the power of transference and in a similar vein 
Jung believed that countertransference was also a valuable therapeutic tool, leading them to 
establish specific guidelines as working with transference and countertransference can lead to 
complex interpersonal interactions. Therefore, clear boundary demarcation and adherence 
becomes essential (Brown & Stobart, 2008) particularly as “conscious and unconscious attacks 
on the frame are inevitable” (Symons & Wheeler, 2005, p. 19); however these attacks can also 
provide the opportunity to glean further insight.
Generally, fi-ame boundaries are established at the beginning of therapy. These parameters can 
become the focus of feelings and they can establish the way clients relate to their therapist. 
Consequently, deviations are open to interpretation with the assumption being that these are 
meaningful to the therapeutic process. Boundaries, therefore, form a specific reference point. 
Consequentially, the impact of change on these is heightened, promoting an exploration of the 
invisible parts of the psyche, especially when boundaries are ‘broken’ and their containing 
function ‘fails’ (Brown & Stobart, 2008). For instance, frames anchor the therapy in reality, 
providing insight into the client’s phantasies and primitive longings, as well as potential 
frustration and rejection feelings (Lemma, 2003). Frames consequently aid therapists, as they 
serve to enhance the therapist’s awareness towards an intrapsychic and interpersonal 
understanding of what is being communicated (Bridges, 1999) by serving as a fixed, secure and 
reliable space, which essentially provides containment.
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In sum, the frame encourages increased levels of trust, safety and intimacy, thus serving to 
support clients in the exploration of ‘difficult’ parts of their psyche and aid the therapist’s self- 
reflection and navigation within the psychic and interpersonal worlds (Brown & Stobart, 2008).
Frame flexibility
The literature suggests that boundary management is a multifaceted and contentious issue. As 
some therapists consider the frame to be more central than others, individual therapists possibly 
differ in their degree of boundary adherence. Some therapists increasingly rely on the traditional 
method of rigidly protecting the narrowly-defined rules that comprise the frame; such therapists, 
fearing that deviations will undermine therapeutic effectiveness, therefore avoid boundary 
crossings, whilst acknowledging the therapist’s implicit authority (Bridges, 1999). In contrast. 
Gold and Cherry (1997) observe that other therapists afford little respect or understanding to the 
frame. These variations may depend on the theoretical perspective adopted as it serves to 
establish a context which ‘flavours’ frame understanding, definition and management. To 
demonstrate how the therapeutic space is influenced by the therapist’s adopted theoretical 
orientation, two conceptions of the frame will be briefly considered.
Robert Langs
“Langs is probably the most vigorous, consistent, and insistent spokesman for attending to the 
frame” (Siegelman, 1990, p. 179). Langs (1982) maintains that no deviation from the relatively 
narrow Freudian frame concept should occur, thus placing the frame at the core of the 
therapeutic process. According to Langs (1982), therapists must adhere to specific boundaries in 
order to promote a “single ideal therapeutic environment” (p.304). This optimal ‘fixed frame’ is 
composed of cast-iron rules, including confidentiality, set hours and fees. Interventions are 
restricted to interpretations and silences and the therapist’s position must be that of total 
anonymity, abstinence, neutrality and non-gratification. Langs asserts that any modification to 
this frame undermines therapeutic boundaries; thus weakening the therapist’s ability to 
understand his ‘patients’ and heightening the likelihood of a ‘misalliance’ developing (Gold & 
Cherry, 1997; Langs, 1982). Langs (1977) suggests that any variations to this frame evoke 
unconscious emotional reactions in clients and are a way of communicating unconscious 
motivations to indulge in maladaptive defences and gratifications by both therapist and clients, 
which precludes insight and progress and ultimately serves to signify the therapists’ acting out 
of their unresolved countertransference (Langs, 1977).
I consider the frame that Langs advocates to beneficially provide an understanding into the 
potential processes, feelings and phantasies that exist in relation to the frame. This serves to
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heighten the therapist’s awareness of the frame and its containing function. However, one may 
question what effect such strict frame adherence has on both client and therapist. As a trainee 
counselling psychologist struggling to understand psychodynamie theory and practice, part of 
me (and my anxiety) relishes the security and structure that these rigid guidelines seem to 
provide. However, I wonder if adherence to these ‘cast-iron rules’ could result in them being 
applied in an unquestioning manner, without reflection, question or comprehension of relevant 
therapeutic considerations (Gold & Cherry, 1997). This risks limiting, rather than enriching, the 
therapeutic process.
Donald Winnicott
Winnicott (1962) emphasised the idea of the frame as a holding and facilitating environment 
“based neither on rules nor structure but on analysis as a containing presence” (Siegelman, 1990, 
p. 185). Winnicott’s environment aims to create a “space, in which psychological change can 
occur” (Siegelman, 1990, p. 187). This relates to a perception of the therapeutic process as being 
analogous to elements that enable healthy development within the mother-child relationship 
(Babits, 2001) and is thus founded by therapists who “tighten or loosen the grasp in intuitive 
accord with patients, just as good mothers do with their babies” (Siegelman, 1990, p. 186). This 
intuitive holding frame resembles the mother-child dyad, in which the maternal arms are firm 
but fleshy and ample rather than inflexible and rigid. Winnicott encourages therapists to be 
responsive to individual client requirements; for example, if a mother’s embrace is too loose, a 
baby (client) feels unprotected and is at risk of falling. On the other hand, too tight an embrace 
increasingly results in an infant feeling constricted and trapped (Siegelman, 1990).
Winnicott’s facilitating environment serves to provide physical care and an emotional climate to 
foster a holding atmosphere. The space is uncluttered, quiet and private; it is confidential, 
interruptions are prohibited, therapists can be relied upon and need not be totally anonymous.
Winnicott (1947) believed that frames represent psychic elements, both symbolically and 
concretely to clients. Winnicott (1989) likened psychotherapy to two people at play and within 
this ‘potential’ space interventions occur. Furthermore, this containing symbolic space allows, 
transference - a key tool in the psychodynamie approach - to occur (Babits, 2001). The 
development of this holding and transitional space also facilitates a sense of safety, allowing 
clients to “regress, experiment with new ideas and try out solutions to internal problems” 
(Sandler, Dare & Holder, 1992, p.20). Winnicott therefore advocates shaping a frame to meet 
the client’s needs, whilst considering the therapeutic frame’s practical and symbolic meanings 
(Bass, 2008).
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Comparing canvases
Compared to Langs’, Winnicott’s depiction of the frame seems somewhat Uncompliant’ and 
even defiant. However, Schraff and Scharff (2000) argue that Winnicott did demonstrate the 
need for a limit-setting frame whereby he advocated the establishment of firm boundaries when 
working with a young, troublesome, boy (Winnicott, 1947). Moreover, these boundaries are 
observed in several of Winnicott’s essays (e.g. 1947) and increasingly demonstrate a link 
between the frame and the client’s internal mental structures, highlighting that (as with Langs’) 
Winnicott’s frame was firmly based within theory. Indeed Winnicott’s portrayal of the frame 
potentially includes a relational and intersubjective element, which I consider intrinsic to the 
therapeutic process.
Winnicott, in contrast to Langs, puts the emphasis on shaping the frame to the client’s needs. I, 
however, formed the impression that Winnicott’s frame was not flexible just to be flexible. 
Rather, flexibility is based on Winnicott’s understanding of clients’ unique internal mental 
structures (Bass, 2008). When reading Langs one gets the sense of an unwavering, almost 
overbearing, frame, a frame which could perhaps engender a rigid and possibly overbearing 
intrusion, resulting in therapists potentially becoming so preoccupied with their own 
psychoanalytic superego that their ability to attend to both themselves and clients would be 
severely impeded. Perhaps becoming the well-meaning parent who imposes his/her own 
pressures, needs and wishes onto the child. Indeed, Gold and Cherry (1997) claim that 
dogmatically adhering to rules could result in therapists adopting the role of enforcer, as 
opposed to helper. Milner (1952) maintains that effective practitioners do not assume 
authoritarian parental roles in reality, despite acquiring them in transference.
From my own experience as a trainee counselling psychologist, I consider that no two clients or 
client-therapist relationships are the same and I wonder if rigid frames may potentially force 
clients to comply with the therapist’s (or indeed controlling parent’s) expectations, thus limiting 
the client’s autonomy and resulting in his/her emotional needs not being met. Casement (1990), 
writes that “games, with rules invented by adults can impair a child’s development of 
autonomous playing” (p. 162). It is therefore possible that by respecting ‘traditional’ framing 
parameters, as opposed to the clients and their individual histories, a process plagued with an 
essence of artificiality and insecurity may potentially develop. In comparison, Winnicott’s 
frame provides an increased capacity for therapists to be free to react to, play with and 
understand the client whilst maintaining, rather than dogmatically imposing, core framing 
principles.
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Langs maintains that frame alterations inevitably result in negative consequences rather than 
constructing these alterations as being potentially fruitful understanding opportunities 
(Casement, 2002). Winnicott’s frame increasingly trusts the therapist, including their ability to 
‘hold’ clients and acknowledge the unique conscious and unconscious processes that occur 
within and between therapist and client (Winnicott, 1947). Winnicott increasingly allows for the 
establishment and acknowledgement of an (inevitable) intersubjective relationship and provides 
ways of working with this. Increasing the client’s awareness of a co-created relationship 
possibly strengthens the range of understanding opportunities available, thus enriching and 
facilitating the therapeutic process (Brody, 2009). However, frames must be secure enough to 
hold the symbolic activity but unobtrusive enough to allow transitional properties of the 
encounter to occur (Siegelman, 1990). I would argue that rather than weaken the therapist’s 
ability to understand clients and infantilise them, Winnicott’s frame increases the therapist’s 
understanding, allowing clients to feel more securely placed within a genuine therapeutic 
relationship as an enriching process, as the dyad is able to “cross boundaries psychologically, 
with fantasies and feelings” (Bridges, 1999, p.293).
Langs’ conceptualisation of the frame serves as a clearly-defined container, proficiently creating 
a structure, both practically and symbolically, offering unique and advantageous insights. 
However, I question whether this rigid frame is necessary, or if an enhanced process can be 
gained within a frame which allows for a negotiation of the intersubjective field and the 
development of a symbolic transitional space, whilst practically maintaining the boundaries 
(Bass, 2007). I would argue that psychotherapy does not need to be ‘persecutory’, something I 
query when reading Langs, as I wonder whether a rigid frame potentially threatens a client’s 
primitive sufferings or anxieties. These threats, I suggest, would not contribute to or enhance 
containment or safety feelings, which are necessary for the exploration of long-standing 
defences.
It seems that Langs frame is the therapeutic encounter itself rather than the frame that supports 
what goes on inside. Siegelman (1990) potentially describes a limitation of this when he writes; 
“just as the scaffolding is not the building, so the frame is not the painting” (p. 182). I liken the 
therapeutic space to a blank canvas that has an outer frame which acts to ‘contain’ and support 
the developing painting, a canvas that should be freely painted upon by both client and 
therapist, allowing its own unique ‘picture’ to be created and reflected upon; a picture not 
dominated by the therapist’s need “to be the focus all the time of something called transference” 
(Casement, 1990, p. 163) but an organic process that potentially supports Siegelman’s (1990) 
suggestion that “when the frame is most easily and securely maintained, one is scarcely aware 
of it at all” (p. 185).
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Painting my own picture
According to Gray (2000), “the variables of the frame act in the service of a structured safe 
environment that has the strength to hold and contain the emotionally turbulent processes of 
therapy” (p.34). I believe this statement contains the key terminology and attitude that most 
theories, including those of Langs and Winnicott, aim to achieve. I therefore wonder if most 
theories essentially strive to achieve a similar phenomenon although they construct this aim, the 
framing context and variables differently.
Rouholamin (2007) suggests that it is important to achieve a balance between a firm structure 
and representing human flexibility. Agreeing with Lucia’s (2004) statement, “therapeutic 
inventiveness does not have to be harmful” (p.9), I propose that rather than a ‘fixed’ frame, 
where adherence is potentially fuelled by the therapist’s fears, a mindful continuum located 
within an ethical framework, between the extremes of rigidity and flexibility, should exist. 
‘Mindful’ means that the frame is dynamic; it interacts with and continually questions its 
meaning for each client-therapist relationship whilst striving to maintain practical arrangements 
and a distinct attitude. This responsiveness means the frame is part of, and becomes a reference 
point for, the process. This continuum acknowledges the frame as being intersubjectively co­
created and meaningful as well as contextually variable, allowing therapists to engage in a 
reflective dialogue, enriching intrapyschic and interpersonal processes (Bass, 2007) and 
promoting a superior therapeutic dialogue. Secure boundaries would be maintained, whilst also 
allowing an increased reflection and understanding to transpire, thus facilitating insight into the 
client’s realities and relational patterns.
I am sure all of us can recall a time where we have worked with a client who reports a history 
laden with rejecting, abandoning objects. We may have found ourselves frequently delaying the 
end of the session or even avoiding breaks, perhaps becoming the ‘gratifying’ mother such 
clients never had; or being surprised each time we “accidently” collect the client from the 
waiting room a few minute late because we were “busy”, or frequently find ourselves “having” 
to cancel sessions with them, potentially becoming another rejecting and abandoning object.
I suggest that this frame, as highlighted in the example above, encourages the adoption of a 
particular attitude and mindful reflection thereby avoiding mere compliance and creating a 
frame that “conforms in some way to the shape of what is being framed” (Siegelman 1990, 
p. 182). It is only through reflection that therapists can gain an adequate understanding of what 
they represent to their clients, whilst “not attempting to actively fulfil any of those parental 
functions” (Casement, 1990, p. 167). This self-reflection enhances the therapist’s capacity to be
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responsive and spontaneous, based on an understanding of the client, whilst honouring a level of 
separateness and containment within the structural parameters. The therapist’s reflection, 
intentionality and understanding, I suggest, are key and I use the term ‘mindful’ to advocate this 
process and responsiveness based on a thorough understanding of the client and therapist, 
indeed a movement that can be compared to a ‘good enough mother’. I believe therapists, with 
their own informed psychodynamie mind, reflect on the right dose along the continuum, based 
on their own sound understanding of theory, the client and the relationship as well as an 
acknowledgement of their countertransference feelings. This notion is similar to Freud’s 
assertion that psychoanalysis is like chess: opening moves should be systematically formulated 
but successful play depends on a therapist’s own self-reliance, experience, intuitions and 
creativity, rather than preconceived ideas (Bass, 2007).
My own experience as a trainee has led me to consider (perhaps controversially) that in the early 
stages of training, practitioners should aim to begin at the more ‘traditional’ continuum end (as 
Winnicott did) in order to shape but not fix  their practice. This promotes the development of a 
robust foundation in, and understanding of, the frame’s function. Symons and Wheeler (2005) 
found that, for trainees, the pressure to understand and interpret behaviour, whilst trying to act 
in their client’s best interests, is stressful. This continuum position, I believe, possibly helps 
trainees to maintain the frame whilst learning to tolerate and work with uncertainty, as they 
attempt to comprehend the conflict between compassion and collusion, finding a balance 
between firmness and flexibility. The flexibility and creativity of a more integrated frame 
should only increase with experience, as experience will enhance the trainee’s individual 
psychodynamie mind, promoting understanding and consequently superior frame management.
Conclusion
I argue that the psychodynamie frame and boundaries essentially aim to construct for both 
members a safe and secure container for their work and highlight the importance of context and 
perspective when considering the therapeutic encounter. Whilst boundary maintenance is 
essential to the therapeutic endeavour, I also advocate that a more reflective frame and space 
enhances the therapeutic process, which is ultimately a unique relationship between two people.
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Essay 2
“When the going gets tough, the tough...count backwards by 7from 1,000 out loud!” 
Distraction: An effective technique within Cognitive Behavioural Therapy? 
Introduction
It is anticipated that the current rise in depression will result in spiralling health costs and a 
weakened work force. Attempts to meet these challenges, it is argued, must therefore include 
the implementation and development of additional therapeutic ideas and approaches (Sobocki, 
Jonsson, Angst & Rehnberg, 2006). NICE (2009) recommends Cognitive Behavioural Therapy 
(CBT henceforth) for people with moderate to severe depression. This approach is well 
supported by empirical data, where controlled studies demonstrate its efficacy in the ‘treatment’ 
of depression and anxiety (Hollon, Thase & Markowitz, 2002; Stiles, Barkham, Mellor-Clarke 
& Connell, 2007) in addition to relapse prevention (Rude & Bates, 2005). CBT emphasises the 
primacy of cognition in mediating psychological distress and aims to alleviate distress by 
modifying cognitive content and process (Longmore & Worrell, 2007; Wills, 2008). Based on 
the emphasis on cognitive change as central, CBT literature suggests distraction techniques are 
an adaptive way to ‘manage’ distress (e.g. Westbrook, Kennerley & Kirk, 2011); as when 
clients are distracted fi'om their difficulties they often report a reduction in these difficulties 
(Morrison, Renton, Dunn, Williams & Bentail, 2004).
Mary presented at a secondary care service. She is a forty-year-old married mother. Growing 
up, Mary was sexually abused by a family member. She did not tell anyone about her experience 
at the time. She resented with a diagnosis o f depression and generalised anxiety. Mary said that 
she had engaged in self-harming behaviour with the intent o f taking her own life on three 
occasions over the last two years. Mary reported avoiding, suppressing and distracting herself 
from unpleasant material, unwanted thoughts and negative effects, fearful that i f  she got in 
touch with these it would result in her being flooded by intrusive memories, images and 
ruminations about her past experiences and self-belief for instance questioning “Why did this 
happen to me?” Leading to a prolonged chain o f negative thinking, undermining her self­
esteem and giving rise to feelings o f anxiety and depression. Mary was adamant that i f  this 
happened, she would engage in self-harm. This fear resulted in her avoiding anything she 
thought would activate her thoughts. Mary therefore attempted to maintain an even keel at all 
costs and gave the outward appearance o f someone who is capable.
Mary provides an example of the impact of thought suppression and distraction on 
psychological distress. When Mary experienced unwanted negative thoughts, she typically
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dwelled on her fear of being unable to cope in the future (worry), as well as analysing and 
fearing the causes and consequences of both her abuse along with her suicide attempts 
(rumination). Mary consequently attempted to supress and distract herself from these thoughts 
and feelings in a process that usually incorporated metacognitive processes (Harvey, Watkins, 
Mansell & Shafra, 2004).
Rumination
When one experiences low-mood, dysphoria or depression, one commonly ruminates about the 
causes and difficulties related to this (Thomsen, 2006). Nolen-Hoeksema’s (1991) response- 
style theory proposes that people respond to depressed mood in two main ways: rumination and 
distraction. This theory suggests that depressed individuals who ruminate in a passive and 
repetitive way about the possible causes and consequences of their symptoms, experience a 
more severe and longer depressive episode than individuals who actively distract themselves 
from their depressed mood. Rumination entails engaging in activities that passively focus one’s 
attention on the symptoms of distress (Nolen-Hoeksema, 1991) and can include “thinking about 
how tired and unmotivated you feel, worry that your mood will interfere with your job and 
passively reviewing all the things wrong in your life” (Nolen-Hoeksema & Harrell, 2002, p.391).
Although research indicates that rumination can be beneficial, especially if linked with 
achievement (e.g. Ciarocco, Vohs & Baumeister, 2010), most studies maintain that engaging in 
rumination plays an influential role in depression onset, maintenance and recovery “by 
enhancing negative thinking, impairing problem solving, interfering with instrumental 
behaviour and eroding social support” (Nolen-Hoeksema, Wisco & Lyubomirsky, 2008, p.401; 
Lyubomirsky & Nolen-Hoeksema, 1993; Teismaim, Willutzki, Michalak & Schulte, 2008). 
Rumination can therefore activate a vicious circle of negative affect, encouraging depressive 
thinking and impairing motivation, presenting interpersonal difficulties (Williams, 1996).
Distraction
Distraction encourages depressed clients “to stop focusing on how bad they feel and focus, 
instead, on a practical task or activity” (Sanders & Wills, 2005, p. 129), thus focusing attention 
on thoughts and activities that are unrelated to mood or self, particularly in situations where 
exposure is inappropriate. Sanders and Wills (2005) suggest that distraction can be particularly 
helpful for obsessional or depressed clients who relentlessly and repetitively ruminate about 
their thoughts, experiences or feelings as distraction aims to disengage their attention from their 
negative thoughts (Koster, De Lissnder, Derakshan & De Raedt, 2011). Similarly, clients who 
find it difficult to tolerate strong emotions increasingly find distraction useful as it can reduce
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overwhelming emotions (Leahy & Holland, 2000). Therefore, it is suggested that the endeavour 
to divert attention away from negative thoughts can be an adaptive alternative to rumination, 
thwarting the activation and maintenance of negative self-concepts, impeding the depressive 
cycle (e.g. Nolen-Hoeksema, 1991; Teismann, Michalak, Willutzki & Schulte, 2012). 
Furthermore, distraction aims to improve an individual’s negative mood, problem-solving 
capacity and motivation, all of which can be undermined during rumination. Therefore, 
distraction utilisation can perhaps influence therapeutic collaboration and even therapeutic 
‘success’ as, for example, challenging one’s core beliefs requires motivation, information 
processing and behavioural activation (Koster et al., 2011).
Brief description of distraction techniques
Literature suggests engaging in rumination in response to a dysphoric mood can increase one’s 
vulnerability to depressive symptoms (Teismann et al., 2012), with distraction potentially being 
an effective way to reduce negative recurrent thinking. Distraction commonly involves any 
activity that absorbs one’s attention (Leahy & Holland, 2000) and it is important to consider 
clients’ choice of distracter in addition to the technique that suits them best (Fennel 1989).
According to Westbrook, Kennerley and Kirk (2011) behavioural techniques are particularly 
applicable to clients who are so preoccupied with ruminative thought that is hard for them to 
engage in mental challenges. Research also suggests that active distracting strategies (e.g. 
exercise) are effective when working with depression and anxiety (Thayer, Newman & McClain,
1994).
To overcome fear, count backwards 
(Start anywhere) by threes and eights.
Or multiply — the times tables 
(Fincke, 2002)
Distraction also incorporates cognitive strategies, including self-focused attention, self-created 
mental images and re-focusing on the external. Negative metacognitive beliefs about the 
uncontrollability of rumination have also been linked to depression. Cognitive interventions, 
therefore, include gaining ‘control’ over ruminative thinking (Roelofs et al., 2009) by, for 
instance, replacing ruminative thoughts with more ‘rational’ adaptive ones (Roelofs et al., 2009) 
and distraction can be used as an experiment to test predictions, such as with Mary, “if  Ifeel low 
I  will harm myself \  challenging the function of clients’ rumination.
Mary was concerned about sharing her worries. An important part o f therapy became a 
tentative and repeated exposure to her triggers o f worry and rumination, both in vivo and in
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imagination, whilst developing alternative responses which, for Mary, mainly involved 
relaxation and problem-solving skills. Mary was encouraged to think in a more concrete 
manner, for instance by asking her to create images o f “when” she would face stressful 
situations “how” she could cope (and had coped) with and in those situations, concentrating on 
ways in which she could calm herself down and what problem-solving steps she could take. This 
encouraged Mary to initially distract herself in less harmful ways and, with repeated evidence 
o f this; she was able to increase her confidence in her ability to cope, challenging her less 
helpful cognitions and developing compensatory beliefs, particularly around her ability to 
manage difficult feelings, thus increasing her self-belief.
According to Wenzlaff (2004), distraction is more effective than thought suppression in 
reducing unwanted cognitions. Wenzlaff (2004) emphasises the use of ‘positive’ or benign 
distracters, since when individuals choose distracters related to the negative thoughts they want 
to distract from, their efforts are undermined (Wenzlaff, Wegner & Roper, 1988). Research 
suggests that individuals who persistently avoid their feelings are more likely to display 
maladaptive behaviours (Nolen-Hoeksema et al., 2008). For instance, individuals who use 
escapist behaviours may do so to distract themselves from their thoughts, reduce their 
rumination (Nolen-Hoeksema & Harrell, 2002) and ‘escape from the self (Baumeister, 
1991).With Mary, we came to understand that her self-harm served to distract her from her 
intrusive thoughts and overwhelming feelings. However, engaging in self-harm typically 
maintained Mary’s negative core beliefs (Klonsky, 2006).
Using the white bear experiment we illustrated how thought suppression can lead to further 
intrusions. We discussed the pros and cons o f distraction and suppression, including reflecting 
on how effortful and tiring it was. Mary also identified how it prevented people, particularly her 
husband, from knowing how she felt, maintaining her beliefs around being unlovable and 
assumptions that others would not be able to help.
Is distraction a good alternative to rumination?
Considering the association between rumination and depression, demonstrating that a particular 
psychological intervention could limit ruminative thinking and intrusive thoughts would have 
some consequence. Research, however, varies on the use of distraction techniques for depressed 
mood and rumination (see Nolen-Hoeksema et al., 2008). Some claim that it makes intuitive 
sense and is adaptive when one is faced with rumination (e.g. Nolen-Hoeksema, 1991). 
Dialectical Behaviour Therapy, for instance, focuses extensively on distraction as a skill to help 
clients regulate their distress in the short term, thus helping them stay safe in the moment whilst 
increasing their self-soothing ability (Dimeff & Linehan, 2001). However, other findings have
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not found this link (e.g. Nolen-Hoeksema & Morrow, 1993); suggesting a more complex, 
subjective picture, potentially exists (see Foa & Kozak, 1986). It is a complexity which, I 
propose, can perhaps be related to a wider critique of CBT, something Holmes (2010) 
succinctly explicates when he asserts that many “dismiss CBT as superficial, quick-fix, ‘fast- 
food’ therapy which temporarily removes symptoms, is often followed by relapse, leaving 
fundamental dysfunctional character structures unchanged” (p. 19).
CBT places an emphasis on the identification of distorted cognitions (e.g. Beck, Rush, Shaw & 
Emery, 1979) which are then “subjected to logical analysis and empirical hypothesis-testing” 
(Clark, 1995, p. 155, emphases in original). Thomsen (2006) claims that rumination, “may be a 
way of avoiding emotionally processing threatening information which may continue to cause 
negative affect to the person” (p. 1227). Distraction, therefore, with its aim of ‘diverting’ 
attention away from thinking (or feeling), could on one level, ftirther engender this avoidance, 
thus limiting this hypothesis-testing and even reinforcing less helpful beliefs, especially if 
combined with ‘safety behaviours’ (Thomsen, 2006). Linked with this, Harvey et al. (2004) 
maintain that “according to the cognitive hypothesis, there would only be a delirious impact of 
distraction if the person is unable to disconfirm their belief’ (p.244). Indeed, if overused, 
distraction can perhaps be counter-productive, becoming a safety behaviour and a form of 
suppression that maintains clients’ ‘unhelpful’ cognitions and serves to keep individuals from 
key metacognitive concerns, regarding thoughts, emotions, and internal mental processes 
(Harvey et al., 2004; Morrison et al., 2004), potentially complementing Hohne’s ‘fast-food’ 
critique, as clients’ distress is in danger of being avoided and unattended.
As a child Mary utilised distraction to manage her overwhelming experiences and achieve a 
sense o f well-being (Freud, 1975). Currently her use o f distraction potentially takes on the role 
o f a safety behaviour, as Mary believes that it is this that keeps her safe from impending distress 
and harm, undermining her belief in her ability to cope. Whilst I  empathised and validated 
Mary’s use o f distraction, I  increasingly highlighted how her assumptions, e.g., “if  I  avoid 
thinking about it, I  will be OK, but if  I  don’t, I  will fall apart” could have limitations, as Mary’s 
long-term adoption o f distraction encouraged her to suppress and avoid her distress, limiting 
the exploration o f underlying thoughts andfeelings as well as the cause o f her difficulties (Nock 
& Prinstein, 2004).
CBT advocates the idea of progressive therapy for depression. Typically the focus is initially on 
behavioural change, moving towards identifying and modifying more complex schemas (Beck,
1995). I wonder if distraction can therefore be best conceptualised as a tool to be used alongside 
other strategies, particularly before clients have learnt ways to respond to their overwhelming
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thoughts and feelings as well as when they are flooded with intrusive memories or images, 
which they are unable to cope with by other means (Leahy & Holland, 2000), facilitating this 
idea of progression and highlighting the importance of flexibility. Indeed, as illustrated with 
Mary, although distraction should be considered on an individual basis, it is perhaps best used to 
provide a necessary ‘breathing space’ within which clients can learn that their cognitions can be 
detached and challenged rather than being passively replayed or avoided, encouraging clients to 
engage with distressing feelings and disallowed thoughts via other techniques, ultimately 
increasing client’s choice.
Distraction, it is suggested, is consequently best considered as a temporary strategy by which to 
interrupt the flow of negative thoughts that lead to feelings of anxiety and depression. This 
short-term aid to managing and limiting the salience of distress perhaps provides a sense of 
mastery, improving the client’s metacognitive beliefs about their ruminating thoughts 
(Papageorgiou & Wells, 2004). Research suggests that, for depressed clients, short periods of 
positive distraction improves mood, the quality of thinking and problem solving (Nolen- 
Hoeksema et al., 2008). Linked with this short-term notion and Holmes’ critique, the 
importance of facilitating clients to acknowledge and understand that, although their feelings are 
extremely unpleasant, they are not catastrophic, is also emphasised (Sanders & Wills, 2005). 
Indeed, I suggest that this was one of the most important developments in therapy with Mary, 
underscoring the importance of processing ‘unwanted, suppressed information’ (Thomsen, 2006) 
and primary emotions (Greenberg, 2002). As it is suggested that only through access to the 
client’s emotions and core beliefs will greater cognitive restructuring occur (Foa & Kozak, 
1986), as studies suggest that emotional processing which, as Stanton and Franz (1999) write, is 
the endeavour to acknowledge and explore meaning, is linked to improved well-being (Nolen- 
Hoeksema et al., 2008), where without emotion, refraining could run the risk of merely being 
‘intellectualisation’ (Wills, 2008).
Therapeutic relationship
Research suggests that clients’ rumination and distraction utilisation decreases when others are 
supportive of their emotional expression and when they are helped to understand their distress 
(Austenfeld & Stanton, 2004), drawing attention to the importance of the therapeutic 
relationship. Indeed, if clients do not feel understood, safe or respected, their inner worlds will 
not be shared and identifying or challenging clients thoughts will not transpire (Beck, 2011). 
Increasingly, CBT emphasises the importance of an interpersonal dimension (Gilbert & Leahy, 
2007) and the therapeutic relationship “as an active ingredient in therapy” (Sanders & Wills, 
2005, p. 53). A therapeutic alliance in this context aims to enhance ‘entry’ into unwanted
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thoughts, experiences and feelings whilst allowing clients to test-out their beliefs about 
relationships (Sanders & Wills, 2005), typically providing them with new, updated, experiences, 
facilitating them in challenging existing schemas and assumptions, and increasing their self- 
awareness (Hackmann, Clark & McManus, 2000).
Within the sessions Mary employed several distracting activities, including fidgeting, laughing, 
constantly joking andfrequently changing the subject. In doing this, she would lose contact with 
me and I  would frequently feel 'manoeuvred' away from difficult topics, experiences and 
feelings as well as from thinking or connecting. This seemed to limit her experience o f 'being in ’ 
therapy, leaving me with a sense o f frustration, hopelessness (and a desire to yawn!). My 
persistent efforts to draw attention to her use o f distraction seemed to elicit a sense o f suspicion 
and amplify her use o f them.
Teismann et al. (2012) suggest that rumination can give rise to interpersonal consequences, 
potentially impacting the therapeutic relationship and the process of therapy. According to 
Safran, Muran, Samstag and Winston (2005), poor outcomes and a weak therapeutic 
relationship are associated with dysfunctional therapeutic interactions where, for instance, the 
therapist responds with counter-hostility. Linked with this, Nolen-Hoeksema et al. (2008, p.403) 
maintain that “ruminators appear to behave in ways that are counterproductive to their 
relationships” while Lam, Smith, Checkley and Rijsdijk (2003) interestingly found that 
individuals who distract, as opposed to ruminate, reported fewer difficulties in intimate 
relationships. Benazon and Coyne (2000) similarly found that the spouses of depressed 
individuals feel substantially burdened by their partner’s rumination. In the light of this 
literature, I wonder if significant interpersonal processes are consequentially present and that by 
being in and paying attention to these potential processes, an increasingly therapeutic process 
will transpire. For instance, like me, therapists may be at risk of experiencing a sense of 
exasperation when faced with a ruminating client. More specifically, without an interpersonal 
understanding, therapists may be at risk of, for instance, colluding with a client’s existing 
avoidance strategies, as could be the case with Mary, or when confronted with a ruminating 
client, therapists may use distraction to ‘escape’ the potential challenges presented. These 
dynamics could undermine those characteristics that were suggested previously as important 
when utilising distraction, including flexibility and short-term, along with the reciprocal nature 
of the relationship, where client and therapist work together (Beck & Emery, 1985). I also 
wonder if, when a therapist suggests using distraction, clients may perceive the therapist as not 
taking them seriously or as being overwhelmed and unable to tolerate the client’s ‘inner world’, 
potentially confirming the client’s worst fears (Safran & Segal, 1990), undermining therapeutic
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collaboration, as well as the ethos of CBT as “an empowering model that gives the message that 
difficulties are resolvable” (Sanders & Wills, 2005, p.70).
As highlighted a myriad of complexity undeniably exists where, ultimately, it is suggested that 
therapists should increasingly attend to and remain curious about the potential interpersonal 
processes present. According to Wills (2008), CBT allows for the therapeutic relationship to be 
used in therapy and I maintain that it is important for therapists to reflect on, for example, why 
they are using distraction with particular clients, in addition to collaboratively understanding the 
function of clients’ rumination (Safran & Segal, 1990). Indeed in grounding this process within 
the relationship it allows for an unfolding understanding, where the clients unique ways of 
interpreting and constructing meaning is fundamental. This, I suggest, enhances Beck’s (1991) 
assertion that, although the therapeutic alliance is important, it must be intertwined with a focus 
on changing beliefs systems, developing coping strategies and reality testing.
S o ...“count backwards by 7from 1,000....?”
My current understanding leads me to believe that a distraction continuum exists (rather than 
one definite modality), allowing for a flexible and creative process between increasing clients’ 
distress tolerance skills which includes the use of distraction, and emotional processing, where 
the meaning and consequence of clients’ repetitive thoughts and their link with the depressive 
episode are addressed (Linehan, 1993; Teismann et al., 2008). Within this, I encourage 
therapists to adopt a reflective stance when using distraction, thus ‘being with’ an individual’s 
experience rather than solely ‘doing to’. This balance is particular to each client-therapist dyad 
and I would encourage therapists to explore a client’s inner thoughts and distressing feelings, 
whilst trusting in the therapist’s and client’s capacity to do this, promoting therapeutic 
collaboration, with the interpersonal dimension providing a rich source of information about the 
clients cognitive and behavioural ways of being with another. I propose that from this stance, 
therapeutic interventions will be more gainfiilly employed since, whilst beneficial, distraction 
can run the risk of being unhelpful and becoming a subtle form of avoidance.
32
References
Austenfeld, J.L., & Stanton, A.L. (2004). Coping through emotional approach: A new look at 
emotion, coping, and health-related outcomes. Journal o f Personality, 72, 1335-1363.
Baumeister, R.F. (1991/ Escaping the self, alcoholism, spirituality, masochism, and other 
flights from the burden o f selfhood. New York, NY: Basic Books.
Beck, A.T. (1991). Cognitive therapy: a 30-year retrospective. American Journal o f Psychiatry, 
40, 368-375.
Beck, A.T., Emery G., with Greenberg, R. (1985). Anxiety disorders and phobias: a cognitive 
perspective. New York, NY: Basic Books.
Beck, A.T., Rush, A.J., Shaw, B.F., & Emery, G. (1979). Cognitive therapy o f depression. New 
York, NY: Guildford Press.
Beck, J.S. (1995). Cognitive therapy; basics and beyond. New York, NY: Guildford Press.
Beck, J. S. (2011). Cognitive therapy for challenging problems. What to do when basics don’t 
work. London, England: The Guildford Press.
Benazon, N.R., & Coyne, J.C. (2000). Living with a depressed spouse. Journal o f Family 
Psychology, 14, 71-79.
Ciarocco, N.J., Vohs, K.D., & Baumeister, R.F. (2010). Some good news about rumination: 
Task-focused thinking after failure facilitates performance improvement. Journal o f Social and 
Clinical Psychology, 29, 1057-1073.
Clarke, D.A. (1995). Perceived limitation of standard cognitive therapy: A reconsideration of 
efforts to revise Beck’s theory and therapy. Journal o f Cognitive Psychotherapy, 52, 153-172.
Dimeff, L., & Linehan, M. (2001). Dialectical behaviour therapy in a nutshell. The California 
Psychologist, 34, 10-13.
Fennel, M. (1989). Depression. In K. Hawton, P.M. Salkovskis, J. Kirk & D.M. Clark (Eds.), 
Cognitive behaviour therapy for psychiatric problems, (pp. 169-234). Oxford, England: Oxford 
Medical Publication.
Finke, G. (2002). Distraction therapy. Prairie Schooner, 76, 134-135.
Foa, E., & Kozak, M.J. (1986). Emotional processing of fear: exposure to corrective 
information. Psychological Bulletin, 99, 20-35.
33
Freud, S. (1975). Repression. In J. Strachey (Eds.). The complete psychological works o f 
Sigmund Freud, Vol. 14 (pp. 146-158). London, England: Hogarth.
Gilbert, P., & Leahy, R.L. (2007). The therapeutic relationship in cognitive behavioural therapy: 
the treatment o f challenging and complex cases. London, England: Routledge.
Greenberg, L.S. (2002). Emotion-focused therapy: coaching clients to work through their 
feelings. Washington, DC: American Psychological Association.
Hackmann, A., Clark, D.M., & Me Manus, F. (2000). Recurrent images and early memories in 
social phobia. Behavioural Research Therapy, 38, 601-610.
Harvey, A., Watkins, E., Mansell, W., & Shafra, R. (2004). Cognitive behavioural processes 
across psychological disorders. Oxford, England: Oxford University Press.
Hollon, S.D., Thase, M.E., & Markowitz, J.C. (2002). Treatment and prevention of depression. 
Psychological Science in the Public Interest, 3, 1-39.
Hohnes, J. (2010). Psychoanalysis and CBT: Confluence of theory, watershed in practice. In. D. 
Loewenthal & R. House (Eds.), Critically engaging CBT (pp. 18-33). Berkshire, England: Open 
University Press.
Klonsky, D.E. (2006). The functions of deliberate self-injury. A review of evidence. Clinical 
Psychology Review, 27, 226-239.
Koster, E.H.W., De Lissnyder, E., Derakshan, N. & De Raedt, R. (2011). Understanding 
depressive rumination from a cognitive science perspective: The impaired disengagement 
hypothesis. Clinical Psychology Review, 31, 138-145.
Lam, D., Smith, N., Checkley, S., Rijsdijk, F., & Sham, P. (2003). Effect of neuroticism, 
response style and information processing on depression severity in a clinically depressed 
sample. Psychological Medicine, 33, 469-479.
Leahy, R.L., & Holland, S.J. (2000). Treatment plans and interventions for depression and 
anxiety disorders. London, England: The Guildford Press.
Linehan, M.M. (1993). Cognitive behavioural treatment o f borderline personality disorder. 
New York, NY: Guildford Press.
Longmore, R.J., & Worrell, M. (2007). Do we need to challenge thoughts in cognitive 
behaviour therapy? Clinical Psychology Review, 27, 173-187.
34
Lyubomirsky, S., & Nolen-Hoeksema, S. (1993). Self-perpetuating properties of dysphonie 
rumination. Journal o f Personality and Social Psychology, 65, 339-349.
Morrison, A.P., Renton, J. C., Dunn, H., Williams, S., & Bentall, R.P. (2004). Cognitive therapy 
for psychosis. A formulation-based approach. Hove, England: Brunner-Routledge.
National Institute for Health and Clinical Excellence. (2009). Depression: the treatment and 
management o f depression in adults. Retrieved October 15, 2012, from: www.nice.oru.uk/CG90.
Nock, M.K., & Prinstein, M.J. (2004). A functional approach to assessment of self-mutilative 
behaviour in adolescents. Journal o f Consulting and Clinical Psychology, 72, 885-890.
Nolen-Hoeksema, S. (1991). Responses to depression and their effects on the duration of 
depressive episodes. Journal o f Abnormal Psychology, 100, 569-582.
Nolen-Hoeksema, S., & Harrell, Z.A. (2002). Rumination, depression and alcohol use: tests of 
gender differences. Journal o f Cognitive Psychotherapy: An international Quarterly, 16, 391- 
403.
Nolen-Hoeksema, S., & Morrow, J. (1993). Effects of rumination and distraction on naturally- 
occurring depressed mood. Cognition and Emotion, 7, 561-570.
Nolen-Hoeksema, S., Wisco, B. E., & Lyubomirsky, S. (2008). Rethinking rumination. 
Perspectives on Psychological Science, 3, 400-424.
Papageorgiou, C., & Wells, A. (2004). Depressive rumination. Nature, theory and treatment. 
Chichester, England: Wiley.
Roelofs, J., Rood, L., Meesters, C., teDorsthorst, V., Bogels, S., Alloy, L., & Nolen-Hoeksema.
(2009). The influence of rumination and distraction on depressed and anxious mood: A 
prospective examination of the response styles theory in children and adolescents. European 
Child Adolescent Psychiatry, 18, 635-642.
Rude, S., & Bates, D. (2005). The use of cognitive and experiential techniques to treat 
depression. Clinical Case Studies, 4, 363-379.
Safran, J.D., Muran, J.C., Samstag, L.W., & Winston, A. (2005). Evaluating alliance-focused 
intervention for potential treatment failures: A feasibility study and descriptive analysis. 
Psychotherapy: Theory, Research, Practice, Training, 4, 512-531.
Safran, J. & Segal, Z. (1990). Interpersonal process in cognitive therapy. New York, NY: 
Guildford Press.
35
Sanders, D., & Wills, F. (2005). Cognitive therapy. An introduction. London, England: Sage.
Sobocki, P., Jonsson, B., Angst, J., & Rehnberg, C. (2006). Cost of depression in Europe. The 
Journal o f Mental Health Policy and Economics, 9, 87-98.
Stanton, A. L., & Franz, R. (1999). Focusing on emotion.- An adaptive coping strategy. In C.R. 
Snyder (Ed.), Coping: The psychology o f what works (pp. 90-118). New York, NY: Oxford 
University Press.
Stiles, W.B., Barkham, M., Mellor-Clark, J., & Connell, J. (2007). Effectiveness of cognitive- 
behavioural, person-centred and psychodynamic therapies as practiced in UK National Health 
Service settings. Psychological Medicine, 36, 555-566.
Teismaim, T., Michalak, J., Willutzki, U., & Schulte, D. (2012). Influence of rumination and 
distraction on the therapeutic process in cognitive-behavioural therapy for depression. Cognitive 
Therapy Research, 36, 15-24.
Teismann, T., Willutzki, U., Michalak, J., & Schulte, D. (2008). Relevance of rumination and 
distraction to therapy outcome in depressed patients. Verhaltenstherapie, 18, 215-222.
Thayer, R.E., Newman, J.R., & McClain, T.M. (1994). Self-regulation of mood: Strategies for 
changing a bad mood, raising energy and reducing tension. Journal o f Personality and Social 
Psychology, 67, 910-925.
Thomsen, D.K. (2006). The association between rumination and negative effect; A review. 
Cognition and Emotion, 20, 1216-1235.
Wenzlaff, R.M. (2004). Mental control and depressive rumination. In C. Papageorgiou, & A. 
Wells (Eds.), Depressive rumination. Nature, theory and treatment (pp.59-79). Chichester, 
England: Wiley.
Wenzlaff, R.M., Wegner, D.M., & Roper, D.W. (1988). Depression and mental control: The 
resurgence of unwanted negative thoughts. Journal o f Personality and Social Psychology, 55, 
882-892.
Westbrook, D., Kennerley, H., & Kirk, J. (2011). An introduction to cognitive behaviour 
therapy. Skills and application. London, England: Sage.
Williams, J.M.G. (1996). Depression and the speciality of autobiographical memory. In D.C. 
Rubin (Ed.), Remembering our past: Studies in autobiographical memory (pp.224-267). 
Cambridge, England: Cambridge University Press.
36
Wills, F. (2008). Skills in cognitive behaviour counselling & psychotherapy. London, England;
Sage.
37
Essay 3
"Cut the toe off; when thou art Queen thou wilt have no more need to go on foot." ^
Attention seeking or Attachment seeking? The contribution that attachment theory can 
make to the understanding of self-harm.
Introduction
Milton (2012) maintains that diagnosis is only one part of experience and suggests that 
therapists should “go beyond diagnosis and really engage with the more important tasks of 
understanding and supporting clients in their efforts to manage their distress” (p. 134). Farber 
(2004) somewhat similarly suggests, “we need an integrative psychoanalytic frame of reference 
with which to understand clients attached to self-harm, one that can transcend disciplinary and 
intellectual boundaries” (p.xxvi). It is suggested that conceptualising self-harm in this way 
enriches and complements counselling psychology’s emphasis on phenomenology and the 
therapeutic relationship as well as its “reaction against the rigid application of the medical 
model....and its emphasis on well-being, rather than pathology” (Milton, Craven & Coyle, 2010, 
p.68). Linked with this position this essay aims to understand self-harm within an attachment 
framework and consider the implications that arise from this conceptualisation.
“Defining self-harm is not an exact science” (Turp, 20io,p.2i6)
Farber (2004) suggests that “self-harm is a neutral term to designate a continuum of behaviours 
that result in harm to the self’ from the major, to the minor and even “ordinary” (p.4). More 
specifically, according to Novick and Novick (1996), self-harm is fundamentally about people 
who fail to live peacefully in their own skin, resulting in their emotions being experienced 
through the body, which is different from suicide, and includes self-directed, avoidable violence 
by omission or commission towards the interior (overdosing, self-care lapses) or exterior (self­
cutting) of the body (Turp, 2010).
Not just a symptom of borderline personality disorder (BPD henceforth)
Self-harm has been associated with a range of psychiatric diagnosis, including depression, BPD, 
substance misuse and eating disorders (Ashead, 2010). Based on this phenomenon, Ashead
(2010) suggests that self-harm is “a final pathway for different sources of psychological distress” 
(p.75), emphasising the complexity of this experience which can perhaps not be reduced to a 
single diagnostic label and standardised treatment (Sackett & Rosenbery, 1995). Furthermore,
 ^ (Cinderella. Grimm & Grimm, 1888, p.98). 'fliis is an extract from a scene between Cinderella’s step-mother and her (ugly) step­
sister, where the step-mother instructs her daughter to cut her toe o ff in order to ‘gain’ the ‘coveted’ prince.
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those ‘ordinary and socially acceptable’ behaviours that Farber (2004) refers to, would not 
constitute a ‘diagnosis of self-harm’ according to the Diagnostic and Statistical Manual (DSM- 
IV) (APA, 2000) or ICD-10 (see Appendix), which generally defines self-harm as tissue 
damage and predominantly as a symptom of BPD (Klonsky, 2007). However, I suggest that not 
meeting these criteria does not mean that one is not distressed, is not harming the self and would 
not benefit fi'om psychological input, highlighting the limitation of understanding self-harm as 
an objective diagnosable ‘category’ that is separate fi'om the person, as well as the importance 
of going beyond observable phenomena and damage to the body, and providing input not solely 
based on symptom reduction, which would be largely in accordance with a medical model 
stance (Milton, 2012; Wolfe, 1996). Indeed, failure to give sufficient attention to understanding 
why one would self-harm (Ivey & Ivey, 1998) or the intent of such behaviour could be 
detrimental, which is something Farber (2004) perhaps alludes to when she writes that if 
“symptoms serve defensive functions and mask a fragile ego structure, removing them may 
precipitate a severe ego regression...suicide...or the client clinging to the symptom as if it were 
her life” (p.374), emphasising the importance of understanding the client’s phenomenology.
Attachment theory
Attachment theory suggests that our interactions with primary caregivers “shape our perception 
about the world, our interaction with others and the way we regulate our emotions” (Parpottas, 
2012, p.46) as well as mould our ability to care for ourselves (Farber, 2004). Bowlby (1982) 
maintained that these early experiences are internalised, becoming internal working models 
(IWM henceforth) of the self and other in relationships. Tentatively suggesting that the adoption 
of an attachment lens encourages the “deconstruction of the structures that lead to diagnosis” 
(Milton, 2012, p. 134).
If a child experiences its attachment figure as available, responsive and able to mirror them 
emotionally, they will increasingly develop a secure and realistic sense of self (Seager, 2008) 
and a representation of their carer as helpful and predictable when needed. Repeated 
representation of this becomes the foundation of a secure attachment representation in the 
child’s mind, which is activated when the adult is upset (Adshead, 2010). When attachment 
figures fail to be consistently responsive to the child’s needs, the child increasingly perceives 
the world as unsafe and unreliable, preventing secure sense of self-development (Parpottas, 
2012). This results in the development of secondary attachment strategies, including anxious, 
avoidant or disorganised attachment (Ainsworth et al., 1978). Linked with this, Seager (2008) 
boldly states that the “root of mental health is secure attachment” (p.213) where ‘disorders’ are 
considered to be expressions of internal pain resulting from attachment difficulties.
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Understanding self-harm through attachment
Attachment theory is a theory of human care-giving and human-eliciting behavioural systems 
that are activated in response to distress and, according to Henderson (1974), self-harm is a 
care-eliciting behaviour. Moreover, research indicates the presence of a link between self-harm 
and insecurity; for instance, Walant (1995) found that disorganised attached individuals are 
more prone to drug and alcohol abuse or promiscuous sex.
At the core of a secure sense of self is the capacity to integrate and self-regulate (Motz, 2010). It 
has been suggested that this process is the responsibility of the attachment figure, who must 
accurately perceive the infant’s nonverbal affect and respond to it appropriately, which includes 
mirroring it in a way that suggests that the caretaker can contain it (Fonagy, Gergely, Jurist & 
Target, 2002; Straker, 2006). This is beyond words initially and involves a ‘dance of affect 
attunement’ (Bowlby, 1988). The ‘attuned’ caretaker, Straker (2006) suggests, creates “a 
picture of affect that can be contemplated by the infant outside the self’ (p. 100) allowing infants 
to experience their communication as meaningful. Words are added to the child’s repertoire 
later, for words to be meaningful they similarly have to be impregnated by the child’s affect 
through the others understanding (Straker, 2006).
Stem (1985) claims that, although spoken language results in a loss of subjectivity, it provides 
the benefit of being understood as it allows for a shared meaning to be created with another. 
However, when this shared meaning does not transpire, the child fails to develop a robust sense 
of self or an ability to recognise, reflect on and be in touch with, or indeed mentalise their 
thoughts and feelings (Fonagy et al., 2002), resulting in poor affect regulation where the child 
“remains trapped inside its own physiological experiences” (Straker, 2006, p. 101). Linked with 
this, research suggests that securely attached children acquire more speech, more rapidly (Meins, 
1997) and are more able to complete story stems than insecure children (Toth, Cicchetti, Macfie 
& Emde, 1997). More specifically, Straker (2006) maintains that accurate mirroring does not 
occur in those who self-harm and therefore speech is not experienced as satisfying, where self- 
harm can consequently be “a desperate attempt to provide, at the most concrete level, a picture 
from the outside of the sensations, experiences and affects that are experienced in the inside” 
(Staker, 2006, p. 101). In this way, the body is not seen as a mere container of inexpressible 
affect but as an outside expression of the self (Motz, 2010), a strategy that is, however, ‘doomed’ 
as the endeavour to self-soothe, create a shared focus and a self-narrative is ‘flawed’ (Staker, 
2006) and not designed for long-term use (Adshead, 2010).
This conceptualisation encourages self-harm to be understood as a creative, hopeful act that 
attempts to create a shared meaning and help the individual manage distress. Understood in this
40
way, self-harm can also be seen as “an embodied identity, rather than consigning it to the realms 
of pathology” where the body and “skin, rather than the eyes and ears of the mother become the 
reflective surface” (Motz, 2010, p.83). However, I question if the DSM-IV, a manual of ‘mental’ 
disorders, perhaps fails to appreciate this embodiment.
A process o f interpretation
Rather than a specific technique, therapists informed by attachment theory offer themselves as a 
secure base from which clients can explore their relational patterns (Bowlby, 1988). Through 
this safe and secure attachment, the potential to alter those attachments to pain and suffering for 
those who self-harm can occur, as well as exposing clients to new attachment experiences and 
emotional expression, thus helping them form an increasingly secure sense of self, perhaps for 
the first time (Farber, 2004; Parpottas, 2012).
Although self-harm can assume a variety of complex behaviours with different meanings in 
different contexts, it has been suggested that self-harm can be conceptualised as a means of 
communication as it attempts to put the inside outside, in a form that can be “seen and thereby 
known and contained” (Straker, 2006, p. 101), presenting important therapeutic implications. 
Indeed, it is also proposed that self-harm is “not just an inadequate form of language for the 
inarticulate” (Motz, 2010, p.83). What is perhaps challenging is talking about inner experiences 
without regressing to a more ‘concrete’ language (Farber, 2004). It is therefore suggested that 
therapy assists self-harming clients to become increasingly articulate and reflective (Fonagy, et 
al., 2002), whilst considering, nonjudgmentally, how clients use their self-harm to communicate, 
and by unpacking the meaning behind their self-harm clients will perhaps find alternative ways 
to articulate their distress (Motz, 2010). Within this, it is emphasised that the therapist stays 
attuned to clients’ affects in an attempt to create an accurate picture of this both internally and 
externally, clients’ increasing awareness of their affect (Fonagy et al., 2002). Ultimately, by the 
therapist doing what was not done for the client previously, i.e. intertwining words with emotion, 
where clients can also experience their words as being personally resonate and containable by 
another, in time the body - the initial ‘container’ for the child’s affects - will perhaps cease to be 
used to “express unspoken pain and uncontained affects” (Straker, 2006, p. 95).
Linked with this translating process is Farber’s (2004) assertion that therapists need to “get in 
touch with the darkest, most violent and primitive aspects of themselves (as well as clients); a 
venture into unknown territory which can evoke fear” (p.6). I wonder if this frightening venture 
can result in therapists resisting the complex dynamic and attachment that must develop in order 
to understand and contain clients who self-harm. Indeed, one can wonder if perhaps the 
emphasis on diagnosis, medication or behavioural techniques has been a way to (understandably)
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protect the self and yet it may give rise to an insecure approach to self-harm which, perhaps, 
colludes with clients’ avoidance by sidestepping the unbearability of their experience. If so, it is 
perhaps ever more essential to focus on transference/counter-transference processes with the 
aim of limiting this type of enactment as, for instance, clients may only be able to communicate 
their affect non-verbally through projection (Heyno, 2008). Connected with this attentive 
position, I suggest, based on my experience as a trainee counselling psychologist, that therapists 
should similarly experience a secure attachment with their supervisor, allowing them to remain 
thoughtful about, and containing of, a client’s self-harm with the aim of decreasing the 
possibility of defending against the challenge and distress that working with self-harm clients 
can present.
Jim, a sixty year old male client referredfor health concerns, proclaimed at the end o f a session 
that he “didn’t know what he would do i f  he didn’t have therapy ...(he) would start to harm 
himself again...or worse” and this became a frequent theme in our sessions. This conjured up 
feelings o f guilt, anxiety and pressure as well as anger at what I  considered to be a form o f 
manipulation. With the help o f supervision to reflect on what was perhaps being communicated, 
I  increasingly became able to ‘use ’ these feelings to gain an insight into Jim’s internal world 
and his way o f relating. Over time and with my increased ability to withstand his attacks and 
contain his anxiety, we began to confront, provide an understanding of, process and work 
through, these intense feelings, whilst recognising the unconscious hope that his behaviour 
possibly expressed challenging his IWM and allowing him to hopefully begin to become 
increasingly resilient to distress and separations. By not doing this, I  might have confirmed his 
fears that his distress might always end up being too much for any person to cope with (Bowlby, 
1988; Casement, 1985; Cashdan, 1988).
According to Farber (2004), insecurely attached clients who are unable to “use symbolisation to 
contain and express experience” (p. 159) the activation of their IWMs and the stirring-up of 
intolerable, uncontainable feelings is increasingly lived out in the body (Harris, 1996; Straker,
1996). For instance, for the insecurely attached child who experienced a continued frustration of 
its attachment need which was not contained by a dependable other, feelings of distress can be 
increasingly manifested as attacks against the self (Farber, 2004; McDevitt, 1985). This, it is 
suggested, can have direct therapeutic implications and it is thus further emphasised that 
therapists monitor and reflect on their counter-transference, underscoring the importance of the 
therapeutic relationship. This ‘stance’ would increasingly allow clients and therapists to come 
into contact with the avoided emotions, allowing for a co-created understanding of clients’ 
affect to be gained and contained (Fletcher, 2010; Straker, 2006).
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Attachment theory offers a framework to increasingly understand a client’s relational patterns 
(Bowlby, 1982). This corresponds with counselling psychology’s emphasis on the relationship. 
For those deemed more securely attached, the establishment of a secure therapeutic relationship 
can be viewed as beginning therapy ‘proper’ where clients can begin to confront the 
‘destructiveness’ of their behaviour and understand their attachment patterns (Farber, 2004; 
Fletcher, 2010). Self-harm is often related to attachment difficulties and the lack of a secure 
sense of self, with each insecure attachment category giving rise to its own IWM and relational 
dynamic (Ainsworth, Belhar, Waters, & Wall, 1978). However, it is suggested that, in essence, 
all render therapeutic relationship development challenging, consequently placing an increased 
importance on the therapeutic relationship. For instance, for some insecure clients, engaging in a 
therapeutic relationship may be the end point of therapy (Kroll, 1993) and for others, especially 
those considered to be more avoidant or dismissive, it may represent the (terrifying) 
establishment of a reflective self that is beginning to tolerate a more intrapsychic focus (Farber, 
2004). Furthermore, it is suggested that for highly ‘dysregulated’ clients, engaging in an 
intensive therapeutic relationship too early may trigger/activate attachment responses that they 
may not be able to manage (Adshead, 2010), thus presenting a significant challenge to the 
therapeutic relationship. For these clients, a less intimate (perhaps more cognitive) input which 
increases the client’s sense of mastery is perhaps more preferable, at least initially (Moorey, 
2010). It is therefore proposed that, like a secure caregiver, therapists need to be adaptive, 
sensitive and responsive, combining exploratory and supportive ‘techniques’ based on a shared, 
individualised understanding of each client, thus encouraging a creative process to emerge.
However, according to Seager (2008), the current National Health System (NHS henceforth) is 
“increasingly permeated by a preoccupation with risk” (p.215), perhaps adding a further layer of 
complexity. I wonder whether this ‘system’ possibly results in therapists and services becoming 
increasingly preoccupied with a sense of responsibility and accountability. I also question 
whether this potentially undermines the presence of secure therapeutic providers? In a similar 
vein, self-harm rightly sits atop the therapists’/services’ ‘risk list’. Although many guidelines on 
clinical judgements exist, according to Seager (2008) these guidelines lack psychological 
influence. Consequently, self-harm is perhaps further at risk of being conceptualised as the 
client’s ‘problem’, highlighting the important contribution attachment theory, as well as 
counselling psychology’s willingness to constantly seek understanding, can have on therapeutic 
practice and mental health teams more generally.
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However.....
Although attachment theory offers a beneficial way to understand human development, it can 
“appear to assume a single approach to understanding development” (Rich 2006, p.71). Indeed 
Dunn (1993) insists that relationships are more multidimensional and flexible than assigning 
children to one of four mutually exclusive attachment dimensions. In addition, the literature 
maintains that self-harm is significantly influenced by society and culture. Therefore, whilst 
contemplating a client’s internal reality, it is also important to consider the client’s social and 
cultural context (Favazza & Rosenthal, 1993; Lemma, 1996). This pluralistic position is 
something that attachment theory is possibly at risk of failing to adequately encourage (Rich, 
2006). Consequently, perhaps like the medicalised understanding of distress and self-harm, an 
attachment conceptualisation similarly “binds us into ways of thinking, feeling and behaving” 
(Fletcher, 2012, p.9; originally an argument directed at diagnosis and the medical mode). 
Attachment classification, like diagnosis, is therefore possibly most advantageously understood 
as an ingredient used to make a cake but it is not the cake, which has its own unique and 
complex taste and stmcture. Nevertheless, having an understanding of how eggs and flour 
function and react together, as well as the ‘right’ temperature in which to ‘bake’ the cake, 
perhaps allows the baker, like the therapist, to be beneficially informed about the ‘baking 
process’.
Within the current NHS culture, where emphasis is placed on time-limited, evidenced-based, 
cost-effective ‘specific treatments’, a question remains about the realistic applicability of an 
attachment based approach, which does not have specific techniques, is perhaps challenging to 
measure and focuses on the human condition as a whole (Fletcher, 2010). Linked with this is the 
belief that attachment-based psychotherapy requires individuals to possess sufficient 
intemaFextemal resources (Farber, 2004). However, clients (like Jim) are frequently defined as 
having ‘complex, severe and longstanding’ mental health difficulties and Seager (2008) writes 
that, historically, therapists have been uncertain how to ‘work’ with these clients. The 
development of, for instance, dialectical behaviour ‘treatment’ and mentalisation-based 
‘treatment’ programmes increasingly allow these clients to be engaged with psychologically and, 
therefore, perhaps lend themselves better to the current health care system than attachment 
theory (Fletcher, 2010).
“Have you ever engaged in self-harm?” “No?” “....really...?” “...when anxious, have you 
sought solace from Ben and Jerry (a tendency of my own)? Or ^needed’ several glasses o f  
wine when upset?”
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I wonder and strongly question if those who answered “no” are at risk of maintaining a ‘them’ 
distinction of self-harm based on the idea that acknowledging our own self-harming propensity 
can facilitate our ability to understand and support clients (Newnes, 2004), It is suggested that 
self-harm can take numerous forms and is not just reserved for obvious acts of self-directed 
violence or a BPD symptom. This is a positioning that, it is hoped, will encourage therapists to 
go beyond diagnosis and engage with the client’s phenomenology, allowing for the opening up 
of “vistas of meaning that are otherwise shut down” (Milton, 2012, p. 134) and enriching the 
availability and employment of interventions, thus empowering clients and therapists alike.
In contrast to the ‘medical model’, attachment theory increasingly considers ‘symptoms’ and 
“attachments to repetitions of trauma and internalised violence to be welcomed, creative, clues 
to underlying processes” (Farber, 2004, p. xxx).This conceptualisation has important 
implications for therapy and the therapeutic relationship and also encourages therapists to 
consider the meaning of clients’ self-harm alongside the ‘recommended’ technique. An 
extensive number of therapy options are available for self-harming clients. A discussion on each 
is beyond this essay; however, it is suggested that this positioning would allow for a more 
pluralistic approach where therapists consider what interventions will meet the client’s needs 
both within therapy as well as within the mental-health services more generally. Further 
encouraging the relinquishment of the “artificial and defensive “us” and “them” categories that 
marginalises clients and keeps therapists/services from understanding them in ways that can be 
truly healing” (Farber, 2004, p. xxviii).
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Appendix. Intentional self-harm (X60 -  X 841 ^
Includes: purposely self-inflicted poisoning or injury, suicide
X 60 Intentional self-poisoning by and exposure to nonopioid analgesics, 
antipyretics and antirheumatics
(X61) Intentional self-poisoning by and exposure to antiepileptic, sedative- 
hypnotic, antiparkinsonism and psychotropic drugs, not elsewhere classified
Includes: antidepressants, barbiturates, neuroleptics, psychostimulants
(X62) Intentional self-poisoning by and exposure to narcotics and psychodysleptics 
[hallucinogens], not elsewhere classified
Includes: cannabis (derivatives, cocaine, codeine, heroin, lysergide (LSD), mecaline, 
methadone, morphine, opium (alkaloids)
(X631 Intentional self-poisoning by and exposure to other drugs acting on the 
autonomic nervous system
(X64) Intentional self-poisoning by and exposure to other and unspecified drugs, 
medicaments and biological substances
(X65) Intentional self-poisoning by and exposure to alcohol
(X66) Intentional self-poisoning by and exposure to organic solvents and 
halogenated hydrocarbons and their vapours
(X67) Intentional self-poisoning by and exposure to other gases and vapours
(X68) Intentional self-poisoning by and exposure to pesticides
(X691 Intentional self-poisoning by and exposure to other and unspecified 
chemicals and noxious substances
Includes corrosive aromatics, acids, and caustic alkalis
(X70) Intentional self-harm by hanging, strangulation and suffocation
(X711 Intentional self-harm by drowning and submersion
(X721 Intentional self-harm by handgun discharge
(X731 Intentional self-harm by rifle, shotgun and larger firearm discharge 
(X741 Intentional self-harm by other and unspecified firearm discharge
(World Health Organisation, 1993, The IC D -10 Classification o f  m ental and  behavioural disorders: D iagnostic  
criteria f o r  research. WHO, Geneva, p. 369-370)
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(X75) Intentional self-harm by explosive material
(X761 Intentional self-harm by smoke, fire and flames
1X771 Intentional self-harm by steam, hot vapours and hot objects
(X78) Intentional self-harm by sharp object
1X791 Intentional self-harm by blunt object
1X801 Intentional self-harm by jumping from a high place
1X811 Intentional self-harm by jumping or lying before moving object
1X821 Intentional self-harm by crashing of motor vehicle
1X831 Intentional self-harm by other specified means
Includes: crashing of aircraft, electrocution, caustic substances (except poisoning) 
1X841 Intentional self-harm by unspecified means
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Introduction to the Therapeutic Practice Dossier
The Therapeutic Practice Dossier contains an overview of the four different clinical placements 
that I have undertaken during my training. It summarises my clinical experiences and personal 
development throughout my four years.
It includes a brief description of each placement, as well as the duration and theoretical 
orientation of each placement. I have also included a description of the client groups that I have 
worked with in addition to the supervision that I received over the four placements. I wrote a 
number of combined Client Study and Process Reports, illustrating my individual work with a 
number of different clients at each of my placements. I also completed four log books which 
provide an account of my therapeutic practice at each placement. Both the combined Client 
Study and Process Reports and Log Books do not form part of the portfolio in order to protect 
client confidentiality. These are available in the Appendix and Attachment to the Portfolio. In 
addition, some of the client work has been referred to in the three essays that form the Academic 
Dossier.
The Therapeutic Practice Dossier concludes with my Final Clinical Paper. This paper conveys a 
personal narrative of my professional and inextricably linked personal development over the 
course of the training. It captures the most significant experiences for me during the training and 
also provides an insight into how my experiences and learning have combined to develop my 
understanding of myself, both as an individual and a Counselling Psychologist.
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Description of Clinical Placements 
First Year Placement: Counsellor in an all-girls Secondary School. 
September 2009 - July 2010.
This placement was part of a new service which started in October 2009. It was based within a 
school and counselling sessions occurred on site. The service was provided by two first year 
trainee counselling psychologists, one supervisor (a child psychotherapist, who predominately 
used humanistic and psychodynamic ideas to inform her practice) who was external to the 
school, and a teacher who acted as the main point of contact within the school. The service 
collaborated with the school staff and occasionally with parental guardians. I worked 
particularly closely with the Individual Learning Department.
This counselling service aimed to provide long-term (up to one school year) and short-term (6 
weeks) psychological support based on an integrative approach. My theoretical approach was 
broadly humanistic, influenced by Rogers’ core conditions. The clients were pupils at the school. 
They were female and aged between eleven and sixteen years old. Teachers made referrals to 
the service, a process that required them to provide a brief rationale for their referral. As part of 
the referral process, I would read the client’s school records before meeting with them. Written 
consent was gained from the client’s guardians before the client began therapy. The initial 
sessions adopted an assessment-type structure, in which the client’s verbal consent to partake in 
therapy was obtained. The number of sessions offered varied among clients. This variation was 
largely decided on a case-by-case basis and depended on a collaborative decision between the 
client, my supervisor and me.
My responsibilities meant that I was highly involved in the development of this therapeutic 
service. It entailed obtaining adequate rooms, creating and sending consent forms as well as 
establishing policies, group protocols and boundaries. I also had an important role to play in 
educating the school and the clients about the therapeutic services that were offered. Indeed, this 
placement was both demanding and challenging and although it took some time I was 
increasingly able to communicate my own opinions as well as listening to and respecting the 
views of other colleagues.
Working with this age group was also a challenging but rewarding experience, particularly as it 
was my first experience of working therapeutically with clients. I worked with clients 
individually who presented with a range of difficulties including low mood, low self-esteem and 
anxiety. I also co-facilitated (with a fellow trainee) a group aimed at self-esteem. I 
predominantly used a person-centred approach, where the core conditions increasingly allowed
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for the client’s individual developmental needs to be met. I also had to learn to adopt a 
therapeutic approach that increasingly allowed for the development of a therapeutic relationship 
when working with this age group: for example, being responsive to their developmental needs, 
believing them, joining in their style of communication and respecting their disclosure process. 
This opportunity provided me with an invaluable awareness and insight into the flexibility, 
creativity and adaptability of therapeutic skills when meeting the client’s needs, thus broadening 
my psychological knowledge as well as allowing me to become an increasingly aware 
practitioner.
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Second and Third Year Placement: A National Health Service Secondary Care Adult 
Psychotherapy Department.
September 2010 - July 2012.
Clients were referred by their GP, their psychiatrist or the Community Mental Health Recovery 
Service. The service offered psychodynamic psychotherapy to clients experiencing severe and 
enduring mental health difficulties. Importance was placed on the relationship between the 
client and the therapist, the idea being that some of the difficulties experienced by clients would 
emerge in the relationship with the therapist, who would then help them identify and understand 
these dynamics and processes. Clients’ backgrounds were often complex and many clients had 
experience of sexual, physical or emotional abuse.
Initially, clients would fill out a questionnaire which was then followed by a detailed assessment 
by a Senior Psychotherapist or Psychiatrist. Clients were then placed on a waiting list for an 
average of nine months. I offered individual psychodynamic psychotherapy once a week to 
clients considered suitable for trainees for, on average, seven to eleven months. I worked with a 
range of psychological difficulties, including depression, anxiety, bipolar disorder and substance 
misuse. I had two supervisors both of whom were adult psychoanalytic psychotherapists. I 
attended weekly, individual, psychodynamie supervision with both supervisors, where I 
presented verbatim transcripts of my sessions.
My responsibilities included being trained in and updating RiO (an NHS electronic database), 
writing formal letters and reports to both clients and the various parties that were involved in the 
clients’ care. In addition, I attended weekly departmental meetings with other members of the 
team, which included two consultant psychiatrists, four consultant adult psychotherapists, a 
group analyst and one specialist registrar in psychotherapy. The theme of the meetings rotated 
on a four-weekly basis. Two of the weeks were dedicated to the ‘Presentation of Clinical Cases’, 
where I had the opportunity to participate as other team members presented client material, as 
well as to present my own client work and an accompanying verbatim transcript, which was 
then discussed. In the third week, the meeting was entitled ‘Business’, which allowed me to 
gain an insight into, and an understanding of, the complex referral and assessment procedures 
within a psychotherapeutic service as well as the current NHS climate with regards to talking 
therapies. In the fourth week, the art and music therapists were invited for a monthly 
‘Interdepartmental Meeting’.
I was given the opportunity to observe two ward visits on an adult in-patient mental health ward. 
I also had the opportunity to meet separately with a music therapist and an art therapist where I
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observed some of the work provided by clients and participated in a discussion about the 
client’s therapeutic experience. I also attended a Specialist Psychological Therapies Away Day 
which covered topics including mental capacity and good practice. Furthermore, I attended a 
two-day training course to learn how to use the RiO database.
This placement was my first in the NHS and it was also the first time I had worked 
therapeutically with adult clients, therefore providing a great learning opportunity and further 
promoting my professional development. Over the two years this placement gave me a strong 
foundation in working with clients using a psychodynamie approach, a development that was 
fostered by having two supervisors who significantly invested in and fostered both my personal 
and professional development. The work was challenging but I felt contained and supported 
which allowed my confidence to grow along with my trust in my own ability to contain and 
work therapeutically with clients, encouraging my development as a reflective practitioner.
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Second and Third Year Placement: Primary Care, Increasing Accesses to Psychological 
Therapies (lAPT henceforth) National Health Service.
March 2011 - April 2012.
This placement was at an lAPT service, which I attended once a week. The main theoretical 
orientation was a person-centred approach, though ideas from more ‘focused’ approaches were 
also included, both in supervision and client work, broadening my psychological knowledge.
Clients were mainly referred by their GP or were self-referred. The service used a ‘stepped care 
model’. Clients were initially screened via the telephone to assess their step. I worked with 
clients who were referred to Step 3 (in accordance with National Institute for Health and 
Clinical Excellence - NICE - guidelines). Assessments were completed by telephone or face-to- 
faee with a member of staff. Following this, clients were placed on a waiting list for 
approximately four weeks. I offered once a week counselling sessions to clients considered 
suitable for trainees for an average of eight weeks, though the duration varied and was 
dependent on the length of the team’s waiting list. Before each session, clients were required to 
complete a questionnaire which included questions to assess depression, PHQ-9, anxiety and 
GAD-7, as well as an lAPT social phobia scales. I worked with a range of psychological 
difficulties, including depression, anxiety, bereavement and substance misuse. I had supervision 
with my supervisor who was BACP trained. I also attended case presentations with two other 
trainees on a counselling training.
During my time at this placement I was given the opportunity to attend a half-day training held 
by my supervisor on conducting assessment. After this training I began to conduct assessments, 
initially with my supervisor observing and then on my own. I also attended a Specialist Services 
Away Day. Part of my responsibilities at this placement included being trained in and updating 
lAPTus (an LAPT electronic database).This involved updating clients’ risk and their weekly 
scores as well as a brief description of the work. I also wrote formal letters and discharge letters 
to clients and their GPs.
This placement provided me with a further lived experience of the person-centred approach and 
how it is applied within a NHS context. I also suggest that this placement allowed my 
confidence and understanding of my identity as a trainee counselling psychologist to 
increasingly emerge. Over the year, I gradually began to work more independently. Furthermore, 
working in an LAPT primary care service enabled me to gain experience of a service that was 
driven largely by payment-by-results and a more time-limited therapeutic contract.
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Fourth Year Placement: Community Mental Health Recovery Service (CMHRS 
henceforth).
September 2012 - August 2013.
This multidisciplinary team consisted of a range of professions ineluding Nurses, Psychologists, 
Social Workers, Psychiatrists and Support Workers. Clients referred to psychology were mostly 
referred by GPs, Psychiatrists, Social Workers and Community Psychiatric Nurses. The clients 
experienced severe and enduring mental health difficulties, their backgrounds were often 
complex and many clients had experience of sexual, physical or emotional abuse and typically 
reported a level of risk of harm to the self.
Clients recommended for psychology were generally offered a three-session assessment carried 
out by my supervisor, myself, or another counselling psychology trainee. Initially, I observed 
my supervisor carrying out assessments but in time I went on to be observed and then to carry 
out assessments on my own. As part of this responsibility, I provided written assessments (as 
well as discharge letters) for the client as well as the relevant parties involved in the client’s care. 
During this placement I worked with a range of clients, in terms of age, gender, culture, risk, 
background, social class, and presenting problems. I worked with clients both on a short and 
long-term basis, determined largely by their presenting difficulties. My theoretical orientation 
was mainly cognitive-behavioural. However, as my supervisor was a Counselling Psychologist 
she encouraged me to integrate my knowledge of other models to meet the complex needs of the 
CMHRS clients. My responsibilities also included talking to the various individuals and 
professionals (both within the team and within the wider locality) involved in my clients’ care, 
thus having a more direct input and role in my clients’ care and furthering the development of 
my professional identity. I also had the opportunity to co-facilitate a four week group titled 
‘Understanding Personality Disorder’.
I had the opportunity to attended monthly psychology locality meetings. These meetings offered 
a space in which qualified psychologists, trainees and assistant psychologists could 
collaboratively discuss and reflect on a variety of topics. I also attended weekly team meetings 
at which all referrals, discharges and risk were discussed. At these meetings I had the 
opportunity to offer my psychological understanding of both my own and the team’s clients, 
with the aim of offering support and advice to the staff involved. These meetings therefore 
allowed me to gain a better understanding of the work carried out by different members of the 
multi-disciplinary team and where psychology fits within this. In addition to this, I had the 
opportunity to be ‘on duty’ for two days; this typically involved dealing with the emergencies 
and urgent referrals presented to the service. I also got to observe a number of assessments
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carried out by the different members in the team, as well as to take part in a joint assessment 
with the alcohol and drug team in the locality. Moreover, I had the opportunity to attend the 
team’s Away Day and to spend half a day participating in an art therapy class.
This placement, I believe, was imperative to my development, both on a professional and 
personal level. It allowed my confidence as a counselling psychologist to grow and for me to 
increasingly solidify and enrich the understanding that I had gained over my four years of 
training. Being part of a multidisciplinary team was both insightful and rewarding, particularly 
in terms of working collaboratively and more holistically within a client’s recovery, something I 
had not experienced previously.
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Final Clinical Paper
The value of the journey: Following the Road to Becoming a Counselling Psychologist.
As this paper is embedded within a larger portfolio and several of the works include my own 
personal understandings^, I will not focus on these here but root them within the wider context 
of my experiences with regard to practice, theory and research. The story of Dorothy on her 
journey to Oz, the perils that she faced and the friends that she made, will serve to highlight 
how I have travelled during my four years and where on my journey I currently find myself. 
Indeed, this ability to play creatively with stories and (ph)antasies, with clients and myself, 
represents a central development, as you will see....
“From the far north they heard a low wail o f the wind...a sharp whistling in the air from the 
south” (p.3f
The first swells of the whirlwind that would set me on this road began during my childhood. I 
wonder if, as a child, I developed an ability to perceive, adapt and respond intuitively to parents 
who had their own anxieties, distractions and expectations. A common observation throughout 
my training has been about my ability to intuitively understand and to reveal an empathy, 
responsiveness and sensitivity to others (and at times not) that is - possibly - based on my own 
emotional experiences and it is therefore, perhaps, no surprise that I consequently developed an 
eagerness to spend my days attempting to decipher what was happening in ‘the other’, thus 
fostering my entrance into this strange and curious profession. So like Dorothy, who eventually 
learnt to use the ruby slippers she had been given, I too would discover how my own 
experiences and intuitiveness would come to serve as both an asset and a potential hindrance, 
particularly in a world where cost-effective models seem to be the increasingly preferred 
approach to understanding others.
“The cyclone had set the house down...in the midst o f a country o f marvellous beauty...the 
little girl gave a cry o f amazement...her eyes bigger and bigger at the wonderful sights she 
saw...you must walk. It is a long journey, through a country that is sometimes pleasant and 
sometimes dark and terrible” (p. 15)
On starting the course, coupled with my excitement came an almost instantaneous feeling of 
being out of my depth, daunted by the path ahead. I believed that, whilst we had all been 
‘thrown in at the deep end’, others were swimming whilst I was, at best, merely afloat. These
 ^In particular refer to Appendix A in my second year research titled; “She didn ’t know me from  Adam  an d  I  didn  7 
know her from  Eve. " and third year research titled; “We are ju s t  not m eshing here.... ”
 ^Baum, L.F. (Ed.). (1900). The Wizard o f Oz. Introduced by Cornelia Funke. London, England: Puffin Group.
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feelings were particularly engendered by the new discourse I had to grasp; indeed the phrase 
“epistemological stance” still induces a sense of unease, even now. This lack of inner 
confidence and shame of drowning served to immobilise me and undermine the potentially 
“wonderful sights”, the enviable position of not knowing, and the antieipation of beginning a 
new journey, and would ultimately result in my decision to attend part-time, perhaps to enable 
me to wade in from the shallow end.
These feelings were not new. For instanee, sitting the 11+ exam when I had just turned ten 
presented a similar fear. Now, thanks to Piaget and an increasing understanding of the wider 
soeio-political context of growing up in Northern Ireland, I ean appreciate the inherent pressures 
and the fact that I possibly lacked some of the cognitive understanding needed. However, my 
struggle and the threat of failure resulted in ‘others’ fearing I would fail and an onslaught of 
practice exam papers. In the event, I passed and attended a school where, once again, the 
emphasis was on achievement, strengthening my conditions of worth and further fostering my 
fears of not being good enough. Indeed I am sure that my pursuit of a doctorate relates to this 
mission to prove myself, to gain an external validation and ‘stamp’ of my worth, just like my ‘A’ 
grade at the age of ten.
“Luckily, (said the scarecrow) when the farmer made my head, one o f the first things he did 
was to paint my ears so that I  heard what was going on... he painted my right eye and as soon 
as it was finished I  found myself looking...at everything around me with great deal of 
curiosity, for this was the first glimpse of the world” (p.28)
During my undergraduate studies I completed an introductory course in humanistic counselling, 
which opened my eyes to the therapeutic world for the first time. This curiosity to understand a 
person’s phenomenology, alongside psychological theory and how these worked within a 
therapeutic relationship was pivotal to my entering the world of counselling psychology, in 
addition to informing my later research and current therapeutic approach. In my first year of 
training, I gained a firmer foundation in humanistic theory and entered the therapy room for the 
first time. From here on, I increasingly formed a way of “looking”, listening and speaking what 
seemed to be the somewhat bizarre, yet strangely awesome language of therapy. I also began to 
develop the view that an individual’s distress cannot be understood through theory alone but 
that it interacts with, and must be framed alongside, his/her subjeetive, symbolic and 
developmental experience, a thinking that has remained throughout my training.
In my first year, I was at a placement which was being offered for the first time, as a counsellor 
in an all-girls secondary school. Neither the school supervisor nor I had a clear understanding of 
what this role involved. I was often referred clients who had no clue about why they should
60
have found themselves in a room with me and there was a general ambivalenee on the part of 
parents, teachers and students, with many viewing therapy as a form of punishment. 
Furthermore, I wonder if my own identity formation and insecurity, largely related to the new 
context in which I found myself, was too close to my elients, making it increasingly difficult to 
be with their processes. I was unable at the time to understand these dynamics and turned this 
confusion inwards where I was “not good enough”, a process that ultimately got in the way of 
my ‘engaging with’ clients and building a therapeutic relationship.
Although personal therapy and supervision helped contain my distress, I predominately 
endeavoured to manage with little complaint and withdrew, feeling ashamed and desperately 
wanting to know what to do to be a good therapist (Meams, 1997). It was a longing that 
tellingly still underlies my research interests. This dynamie highlights an important area of 
development, where rather than defend myself against these feelings, I would, over time, 
inereasingly submerge myself into an exploration of my wounded healer and false self, which 
has been fi-ankly “both pleasant and at times, darlf' (Baum, 1900, p. 15) and by its very nature, 
enigmatically interconnected to my clinieal practice. I would also learn to make use of therapy 
and become more open, accepting and congruent with myself and others about my own 
emotional wounds, subsequently influencing my relationship and openness to my clients’ pain. 
Linked with this journey, my relationship with my anxiety is undeniably one that has been on its 
own expedition, indeed perhaps like Toto, ever-present and up to mischief.
“The road began to be rough, and the walking grew so difficult that the scarecrow often 
stumbled over the yellow bricks, which were very uneven” (p. 26)
Linked with these struggles I failed my first year Viva, a stumble that perhaps looks like a self- 
fulfilling-propheey. It reflected where I was, in a placement where I felt unwanted and left to 
my own devices, uncertain of my ability and struggling to understand the person-centred 
approach. Indeed, this fust being’ was deceptively hard. I felt unarmed in the room, exposed 
and struggling to acknowledge and accept my own and my clients’ vulnerabilities and emotions, 
with no theory to hide behind. However, I found the Viva failure surprisingly liberating, perhaps 
allowing my earlier dreaded trauma to become unfrozen and a more manageable reality of being 
good enough to transpire. In realising my own hunger to stay, I opted to go part-time, whieh 
gave me time to digest my experience and develop my confidence; a necessary task alluded to 
by a professional tutor:
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A nty lA^ eeds to cot^tti^ue deveLopliA.0 her owiA, sen£e of efftoncy and the ablLLty to value her own 
judgm ent wlthouct becom.liA.0 too anKious. -  th is tgkvds to hflm.per the orecitlvlty and freedom of
her work/
“It was a bit of good luck to have their new comrade join the party, for (...) they came to a 
place, where the trees and branches grew so thick over the road that the travellers could not 
pass. But the tin woodman set to work with his axe and chopped so well that soon he cleared 
a passage” (p.37)
As much as person-centred theory ‘opened’ my eyes and the core conditions informed and 
continue to inform my fundamental position, something - 1 wasn’t sure what - was missing; Why 
are people the way they are? What was therapy for? I welcomed the addition of a new 
companion, the tin woodman, with his boundaried exterior, his painful knowledge of loss and 
his constant search for emotions. Although highlighting the creativity of the pluralistic approach, 
this expansion was also fuelled by my impending, arduous path and the murky and obscure 
journey into clients’ and my own inner world and the interaction between us.
Based on my previous experiences and what I have come to understand about myself, I relished 
the boundaries, the depth of attention to the process, as well as the holding and understanding 
that psychodynamie theory offered^. I was eager to adopt these ideas, perhaps attempting to 
contain my growing epistemological and self-doubt. In my placement, the self-scrutiny and 
weekly verbatim transcript, the unlocking of clients’ - and my own - emotions, defences, 
destructive impulses and underlying distress felt bizarrely familiar and safe. Casement’s (1985) 
‘Learning from the Patient’ series became my own transitional object, his ideas made sense, 
providing a framework and language for the way that I, to some extent, already perceived the 
world. Consequently, psychodynamie ideas quickly became an indispensable tool on my 
journey, one that has significantly and irreversibly shaped and defined my understanding of the 
therapeutic encounter as well as the narrative of my own life.
I spent two years in my psychotherapy plaeement and developed a fairly strong bias towards 
psychodynamie thinking. I was in good company. I had begun therapy with a Jungian 
psychotherapist and, coupled with Casement and my two supervisors, I had an increasingly 
secure base from which to explore and play with clinical material and ideas, signalling, I believe, 
my tentatively emerging self-trust. In supervision I was encouraged to trust in my transferenee
 ^Feedback from a professional tutor in my second year mid-placement report.
 ^For a furtber discussion see essay titled; “A rt consists o f  limitations. The m ost beautiful p a r t  o f  every p ic tu re  is the 
fram e. ” A Discussion on tbe Tberapeutic Space from a Psychodynamie Perspective.
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and countertransference feelings, to realise that I, along with my budding internal supervisor, 
was the therapist in the room, facilitating my understanding of the therapeutic relationship, as 
can be seen in my work with Mrs White. Mrs White was a fifty-year-old woman who was 
referred with a psychosomatic skin irritation. She had been sexually abused by her step-father 
and neglected by her mother. An extract fi*om my twentieth session demonstrates my first ever 
negative transference interpretation. I remember feeling terrified at the suggestion that both 
therapy and I  were not good enough, feelings that, as you are now aware, resonated with my 
own:
Amy: Your mum wasn’t good enough, you didn’t feel she loved you enough ... maybe you don’t 
have good enough ingredients, the right eggs, or self-raising flour... Perhaps therapy, maybe me, 
that’s also not good enough, also not helping you enough?^
We both survived this interpretation and tolerated me being treated as if I  were the not good 
enough, neglecting object. Possibly I contained those feelings that Mrs White could not (and 
admittedly I had struggled to) manage, thus helping to free us both from our fears. Allowing 
Mrs White to increasingly ‘own’ these feelings and get in touch with her own pain, perhaps 
made more manageable by her ‘taking in something’ from my own capacity to tolerate being in 
touch with these fears, allowing for a more genuine conversation to emerge (Casement, 1985). 
This highlights the tentative beginning of my understanding of the importance of unconscious 
processes and the ability to increasingly aecept and hold clients’ and my own conflicting parts. 
Indeed, as my own ieeberg was being chipped away and with my feelings of shame dissipating, 
I was increasingly able to detect, name and explore hidden and defended-against feelings within 
myself and clients, whilst perhaps also allowing clients to do the same, adding another layer to 
my therapeutic work. I particularly remember feeling under constant criticism with Mrs Grey’®. 
She had openly expressed her anger and disappointment and I felt attacked. However, over time, 
I created a spaee to engage with Mrs Grey’s emotional expressions:
Amy: I  wonder if  there’s a part o f you that’s scared you will be like your father. 11
Mrs Grey: No, no. I  mean, I  wouldn ’t kill anyone like he has, or anything like that but (pause)... 
thinking about it, I  suppose that’s how it feels as times and that why Ijust don’t get into
An extract from a verbatim transcript presented in supervision.
See tbe combined client study/process report titled; “G od no, you  need a break too ’’ Tbe feelings stirred up by 
breaks in tberapy, for furtber details.
An extract from tbe combined client study/process report titled; “G od no, yo u  need a  break too ” Tbe feelings 
stirred up by breaks in tberapy.
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arguments. I  don ’t say anything to my daughter because I  will say something I  will regret in 
anger and then the damage will be done.
Although perhaps simple in concept, allowing for a space in which to get in touch with 
unexpressed feelings, capturing, naming and offering them to clients within the safety of the 
therapeutic frame has, I believe, potentially been the most significant development in my 
therapeutic work (Winnicott, 1971).
With the increasing integration of these various parts of myself, I began to notice a shift, 
something others also picked up. I essentially felt more solid. This was also linked to my being 
able to begin to let go of the ‘comparathon’ with others. I began to timidly expose myself and 
my thinking, rather than withdrawing or offering well-thought-through, perfectly wrapped 
nuggets of insight, which the weekly presentation of my verbatim transcript in supervision aided, 
indeed there was only so long I could hide. By minimising the gulf between who I think I should 
be and who I am, I experienced a catharsis. I increasingly admitted and accepted my not 
knowing. However, something that was surprisingly challenging was to admit and ‘voice’ what 
I potentially did know, thus allowing others to expect something from me.
Looking back I wonder if this approach lulled me into a false sense of security. I saw no 
limitations to the way I was working. It provided me with an extensive framework to understand 
and ‘really’ connect with clients in ways that made sense and I read research that supported this 
empirically (e.g. Fonagy, 1999; Shedler, 2010) with an air of triumph. However, valuable and 
important feedback from my third year process report highlighted a potential problem with my 
constant focus on clients’ internal worlds:
As a cou,iA.seLLliA.g psychoLogtst, l thivJiz it would also be worth K/Otlwg the dilemma in
attending to 'real' world events as well as sy  m.boLlc..^ =
Indeed, I was soon to be challenged in my psychodynamie harmony in my fourth year as the 
increasingly real world of the Community Mental Health Recovery Service (CMHRS 
henceforth) was approaching, where the boundaried environment of the psychotherapy 
department soon became something that had to be fought for and, at times, given up.
Here it is important to pause slightly and note that midway through my second year I began to 
attend a second placement at an Increasing Access to Psychological Therapies (LAPT 
henceforth). Although at times, being in two concurrent placements was confusing, I enjoyed 
the creative tension. I was increasingly able to discover my own understanding of how to be
Feed-back from tbe combined client study/process report titled; “G od no, yo u  n eed  a break too ” Tbe feelings 
stirred up by breaks in tberapy.
64
with clients based on not just my understanding of the model or placement context but on how 
this process was influenced and inextricably linked to the client and the unfolding relationship, 
increasing my self-efficacy and internal supervisor. Indeed, I came to understand that displaying 
a level of warmth and humanity whilst maintaining the boundaries - something I experienced in 
my own therapy - is a balance I deem key to therapeutic growth.
“*We must be very careful here,’ said the kind-hearted woodman, *or we may hurt these 
pretty little people so they will never get over it”’ (p,168)
The complexity of clients in my fourth year was often overwhelming. Presented with distressing, 
long-standing narratives where the risk to self was a frequent reality, I would often feel helpless 
and wonder, “What can I  do?” Furthermore, coupled with a reduction in my defences and 
openness to the client’s emotional pain, I felt increasingly unprotected to the unfolding 
processes, becoming ever more in touch with the deeper, darker, layers of clients’ and my own 
distress. Therapy and supervision became a safe space in which to navigate this introspective 
journey, where by re-examining, recognising and being closer to clients’ distress, I was perhaps 
discovering how to be psychologically intimate with clients whilst remaining separate.
Empathy and insight...depend on this kind of partial identification...the analyst will become 
introjectively identified with him (the client) and having understood him inside will re-project 
him and interpret...which he can now understand and therefore treat (Money-Kyrle, 1956, p.360).
I was beginning to draw several hypotheses. I found myself conceptualising clients’ distress 
from a psychodynamie standpoint. Although a useful anchor, especially in understanding the 
unfolding processes and relationship dynamics, I was fearful that clients were unable to ‘tolerate’ 
this approach, with many also requiring problem solving and emotional regulation skills in the 
here and now (e.g. Rosenbaum, Selzer, Valbak, Hougaard & Sommerlund, 1997; Sanders & 
Wills, 2011). I began to appreciate, perhaps for the first time, the person-centred approach, 
particularly its ability to engender the therapeutic relationship, one that felt more difficult to 
establish than previous years. Rogers’ (1959) therapy conditions also allowed me to 
increasingly tolerate client distress, as I was almost forced to stay with the unknown and 
complexity in their narratives. I therefore gradually considered this approach necessary and at 
times almost sufficient, also increasingly able to accept the limitations of therapy. Yet there was 
soon to be new companion ... But would three be a crowd?
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“I f  you don’t mind, I ’ll go with you, ’ said the lion, for my life is unbearable without a bit of 
courage’” (p.47)
At first, when engaging with cognitive-behavioural approaches (CBT henceforth), I was 
decidedly resistant to losing the ‘wholesome’ ideas I believed I had been working with, perhaps 
attempting to protect my vulnerable self-esteem (Fonagy, 1999). I considered CBT to be like a 
meal from a high-street restaurant chain: tasty, practical and cost-effective but with something 
lacking. The processes I had been previously attempting to make sense of were not always on 
the agenda and I frequently exclaimed in supervision that I was trying to use a model that did 
not seem to speak the same language as I did! What about the inherent relationship dynamics; 
what about going beyond the alleviation of acute symptoms? Psychological health and therapy 
was about people and relationships, not disorders and conditions, about a real inner capacity to 
allow people to live with a greater sense of understanding and possibility (e.g. Shedler, 2010), 
was it not? I frequently considered my role as akin to the little Dutch boy with his finger in the 
dyke, admittedly reducing some short-term distress but was that really enough? This conflict 
prompted the essay; “When the going gets tough the t o u g h . . . backwards by 7from 1,000 
out loud!
Despite these reservations I was eager to undertake the challenge of learning this new approach, 
aware that these opinions were my own assumptions which I had little evidence for and that as a 
counselling psychologist, especially within the NHS, CBT was seemingly ‘king of the jungle’. 
In time I came to find the epistemological foundations, the comprehensive research and 
transparent practices advantageous. CBT’s emphasis on formulation provided a clearer structure 
and solidity to the processes I felt I had aheady been grappling with and collaboratively 
developing and sharing this understanding seemed similarly to provide clients with a more 
tangible insight. It also became apparent that, with the complex CMHRS clients, CBT 
techniques were a useful addition, especially in terms of their pragmatic, concrete and short­
term nature.
Practically, however, I did not find CBT ‘easy’ or ‘simplistic’, criticisms I feel are thrown at 
CBT erroneously. I found agreeing on homework, collaboratively conceptualising a formulation 
and challenging deeply-entrenched beliefs at times uncomfortable, confusing and needing 
constant practice. Interestingly, I also came to understand that some of my resistance was linked 
with my fear of adopting the position of being an expert and asserting my agenda, whilst armed 
with CBT techniques; descriptions that highlight my fear of being overbearing and persecutory
“When the going gets tough, the tough... count backwards by  7fro m  1,000 out loud!” Distraction: An effective 
technique within Cognitive Behavioural Therapy?
66
at the expense of clients’ phemenonology. At times, I uncomfortably found myself fulfilling this 
role, a ‘powerfulness’, perhaps like the Witched Witch lurking in the shadows, whom I was 
aware of and yet feared. However, by exploring these fears in personal therapy and supervision, 
a process I began when entering my psychodynamie placement, an increasingly genuine 
exchange emerged, where I was more in touch with my own and my clients’ aggression, 
allowing for a more fimitful, insightful and encompassing understanding.
Initially I struggled to assimilate all these elements into my practice. However, in gradually 
making sense of and integrating these components and by observing the ‘accent’ that CBT 
employs to understand others (with Sanders & Wills, 2011, being a crucial translator), I began 
to view CBT not as a technique- based model but as providing techniques to be used creatively 
within the context of the therapeutic relationship, signalling an important shift in my 
development, which can be readily seen in my work with Mrs Brown’'*. I gradually consolidated 
this understanding with Mrs Blue, a twenty-nine year old mother presented with long-standing 
depression, anxiety, low self-esteem and suicidal ideation. Mrs Blue worked hard in and out of 
the sessions and would fi*equently complement my efforts. However, inside I felt it was all 
going too well... In time and by paying attention to my own feelings and the potential processes 
present, I came to understand that what was increasingly difficult for Mrs Blue was her belief in 
her responsibility for the sexual abuse she had experienced as a child (which she had never 
discussed with anyone), as well as her feeling of anger towards her caregivers. Mrs Blue 
required the containment and understanding offered by the therapeutic relationship and only 
from here could we identify her assumptions “I  can only get love from others i f  I  help others 
and be ‘good’ otherwise they will criticise me and think I  am bad”. As soon as her assumptions 
were identified, explored and ‘tested out’ in our relationship, the feel of the sessions changed. 
Mrs Blue was increasingly able to accept, as well as describe, both inside and outside the 
therapy room, a greater variety of feelings.
“*But how about courage?’ asked the lion anxiously, *you have plenty o f courage, I  am sure, ’ 
answered Oz *all you need is confidence in yourself; there is no living thing that is not afraid 
when it faces danger. True courage is in facing danger when you are afraid and that kind of 
courage you have plenty’” (p.l39)
Within my lAPT placement and, increasingly, during my CMHRS placement, I felt a growing 
frustration with the ‘system’ in which my clients and I found ourselves (undeniably stirring up 
my own personal frustrations). Indeed, I came to realise that it was perhaps these experiences 
that conjured up my perception of the impending exploding dyke, thus colouring my perception
For a further discussion please see the combined client study/ process report titled; “T here’s  a  p a r t  o f  me that 
wants to do it, let it a ll out, but then th ere ’s that p a rt o f  m e... Developing a collaborative relationship in therapy.
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of CBT. I felt under pressure to conform and perform at speed within a health-safe, cost- 
saving/effective, limited resource culture, which I could understand due to waiting lists and 
payment-by-results pressures. However, I believed that this system was letting clients down. 
There was also a sense that clients were not to be trusted and ‘we’ the ‘superior’ other were not 
to be deceived. The client’s individuality was rarely appreciated and labels were easily dished- 
out. For instance, I witnessed “difficult” clients being exasperatedly labelled “PD” perhaps 
with the aim of allocating the ‘problem’ in the ‘patient’ allowing for an exoneration from any 
discomfort. Indeed, these narratives also served to provide rather harrowing client descriptions 
where it seemed that, once something and someone was labelled, it stopped being open to 
understanding and yet, without a ‘label’, clients were unable to access the service, presenting a 
budding moral dilemma.
What about remaining curious? Being creative? These were ideas that had become essential to 
my understanding and yet seemed to fuel my growing frustration. I therefore needed to find a 
way of working within this system that allowed my own values as a counselling psychologist to 
be upheld, which was and is no easy task. That space I previously referred to in which to remain 
curious, formulate rather than diagnose and explore, therefore maintaining my humanistic 
values, became fundamental. Emphasising the need to understand psychological difficulties 
through an individual’s subjective account of his/her experience ‘using’ the medium of the 
therapeutic relationship (Woofle, 1996).
“*Can’t you give me brains?’ asked the scarecrow. *You don’t need them. You are learning 
something every day. A baby has brains, but it doesn’t know much. Experience is the only 
thing that brings knowledge’” (p.l39)
Based on my understanding of the theory and research, along with my clinical and personal 
experiences, a number of ideas were becoming clear. I began to see similarities across theories. 
For instance, our ‘ideas’, be they conditions of worth, phantasies or thoughts, provide each 
individual with their own canvas on which they create their own picture, with the therapeutic 
frame providing an excellent space in which to observe these unique paintings; where 
essentially two people have a conversation, with the hope that one will live more fruitfully 
(Lomas, 1981). I suggest that, in order to gain an increased understanding of this, we need to 
ideally have some understanding of a client’s developmental trajectory (Kim-Cohen et al., 2003) 
(not just their ‘diagnosis’), in addition to the dynamic interaction their attachments and internal 
working model have on the present as this, I believe, provides important clues and allows the 
therapist to increasingly understand and stay with the client’s phenomenology.
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Going beyond ‘brand’ names, I began to consider that the key ingredients in all the therapeutic 
approaches I was exposed to could be viewed in terms of Bowlby’s (1988) secure base and 
strengthened by Winnicott’s (1971) ideas of containment’^ . It is a positioning that might stir up 
objection, as it is not without limitations; however it allows me to have increasingly fruitful 
conversations with clients, highlighting my own personal contribution (Aveline, 2005). Indeed 
“students need to be able to develop a style of working that is compatible with their own 
personality, there will be something essential missing” if they do not (Casement, 1985, p.24).
I thus began to develop a general home with regards to therapeutic growth. One underpinned by 
curiosity, a genuine interest in clients, a process of learning and really understanding the other; 
allowing for the creation of meaning, attention to emotional expression and an increase in 
awareness to transpire. With presenting problems often being the tip of the iceberg, acting at 
times as signposts to understanding client’s context and the potential realms of deeper 
cognitions and distress, which are not pathological but a continuum of human experience, an 
idea referred to throughout my academic essays. It is not the therapist’s role to impose his/her 
own assumptions but to be alongside clients and help them narrate their story, as I am currently 
doing. Only from being with, being curious, offering containment and, at times, bearing clients’ 
stories, can an understanding be discovered together as “the world isn’t just the way it is, it is 
how we understand it, no? And in understanding something, we bring something to it, no? 
Doesn’t that make life a story?” (Martel, 2001, p.302).
I therefore suggest that “all must have prizes” (Luborsky, Singer & Luborsky, 1975). Although I 
do not judge all therapies equal, this positioning perhaps allows for a creative tension, where by 
not maintaining the possibility of being accompanied by different travelling companions, one 
will become restricted in one’s conversation and lonely on one’s journey. This pluralistic 
approach highlights the centrality of the therapeutic relationship’®, the most compelling royal 
road, as no single ‘truth’ or theory exists, allowing for a patchwork of understandings to be 
woven anew by both participants, giving rise to a unique tapestry.
“ 7  am terribly afraid o f falling myself’ said the cowardly lion, *but I  suppose there is 
nothing to do but try it. So get on my back and we will make the attempt’” (p.52)
Like the cowardly lion, despite my championing of all this truth-telling and confidence to be me, 
I am not perfectly evolved. However I am no longer so fearful of drowning. Perhaps, like
A positioning that can be increasingly observed in the essay titled; "Cut the toe off; when thou art Queen thou w ilt 
have no m ore need  to go  on foot." Attention  seeking or Attachm ent seeking? The contribution that attachment theory 
can make to the understanding o f self-harm, as well as several process reports.
A phenomenon frequently referred to my second year research titled; “She d id n ’t know me fro m  Adam  and I  d id n ’t 
know her from  E ve ” and third year research titled; “We are ju s t  not meshing here... ”
69
Dorothy, I have learnt to trust myself to navigate through an often treacherous and confusing 
world; a far cry from Rogers’ (1963) definition of “fully functioning” or Winnicott’s (1971) 
“true se lf’, I am perhaps on my way, eager to gain more experience, ready to stumble, be 
challenged, discover myself, meet new travelling companions and, despite being the girl who 
“got on with things,” as one that will object and, hopefully, make a difference. In a state of 
‘becoming’ that I will undoubtedly never complete (Bion, 1975), I have however, gained some 
firm friends to keep me company...
“...our little party of travellers awakened the next morning refreshed and full o f hope. 
Behind them was the dark forest they had passed safely through, although they had suffered 
many discouragements; but before them was a lovely, sunny country that seemed to beckon” 
(p. 5 8)
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Introduction to the Research Dossier
This dossier contains a literature review and two qualitative pieces of research. The study 
reviewing the literature and the two pieees of empirical work were all written aecording to the 
guidelines of the relevant chosen journals. However, in order to maintain the same format 
throughout this Dossier, a consistent style was chosen for all the papers. Reflective comments 
have been written throughout the three pieees of work and all of these are located in the ‘Use of 
Self seetion in Appendix A.
The literature review introduees the research dossier. This review addresses the phenomenon of 
trust and initial impressions within therapy. According to Rafalin (2010)’^ , as “counselling 
psychology defines itself as being eoneemed with the individual’s subjective experience” (p.43) 
the two researeh reports engage with sexual-minority clients’ unique experienees of therapy 
with the aim of acknowledging and valuing this client groups “differences and appreciating their 
subjective and unique experience” through a commitment to research (Rafalin, 2010, p.45) . 
The first study is tentatively linked with the literature review and uses Interpretative 
Phenomenological Analysis to explore how sexual-minority clients describe their experiences of 
finding a therapist and engaging in therapy with them, an experienee that was inextricably 
linked with a developing therapeutic relationship. Finally, the second research report uses 
Thematic Analysis to explore how sexual-minority clients’ experienee the decision-making 
process when deciding to prematurely terminate therapy because of a dissatisfying therapeutic 
experience.
Rafalin, D. (2010). Counselling psychology and research: Revisiting the relationship in the light o f  our ‘mission’. 
In M. Milton (2010) Therapy and beyond. West Sussex, England: John Wiley & Son. (pp.41-51).
73
Literature Review
Can you judge a book by its cover?
A Discussion on the Inference of Trustworthiness from a Therapists’ Facial Appearance 
and the Potential Influence on Client Choice.
Amy C. Maguire***
Abstract
As so much of our social mental processing is unconscious, conscious, verbal 
language makes up only a small part of communication, emphasising the importance 
of the body as a source of communication in relationships. Using literature, this 
review argues that a prospective therapists’ facial appearance can affect prospective 
clients’ choice of therapist. More specifically, trust plays an essential and central role 
in psychotherapy. It is suggested that the rapid perception of trustworthiness from a 
prospective therapists’ face influences whether a client chooses to engage in therapy 
with him/her. This review highlights the influential role of faces in an individual’s 
decision-making process as well as the role of trust in therapy.
Keywords: Impression formation; Inferences; Psyehotherapy; Trust; Stereotyping; Automatic;
Choice; Internet.
1. Introduction
According to Rosik (2001) ‘the internet has revolutionised communication and opened new 
horizons for the dissemination of mental health information’ (p. 106) with one strong argument 
for this development being that the internet beneficially allows prospective and aetual clients to 
have a greater and much more accessible choice of therapeutic provider (Wright, 2010). Linked 
to this, Manthei (1983) maintains that consumerism in psychotherapy increases a client’s right 
to ehoose a therapist they believe best meets their needs. Indeed, people seeking therapy 
commonly hold preferences for particular therapists’ charaeteristics (Ang & Yeo, 2004) and.
** *CoiTesponding author. School of Psychology, University of Surrey, Guildford GU2 7XH
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according to Watkins and Terrell (1988), these preferences can impact the therapeutic 
relationship and therapeutic outcome. Therefore it stands to reason that, in an increasingly 
consumerist and technologically-based society, therapists are advertising their services online 
and the internet is being used more and more by prospective clients as a forum in which to gain 
an insight about the prospective therapist. This insight, it will be suggested, influences a 
prospective client’s choice of therapist.
The information provided on therapeutic providers’ websites typically includes the therapist’s 
qualifications, theoretical orientation and location (Recupero & Rainey, 2006). In addition, 
websites commonly and increasingly provide images of the therapist who is advertising his/her 
services. It is the potential influence that these images have on prospective clients’ choice of 
therapist that this review will discuss. Rosik (2001) maintains that the rapid growth of the 
internet and its relationship with therapeutic provision has resulted in a deficit and therefore a 
lack of understanding about the impact of this relationship on the therapeutic process, 
emphasising the need for further research. The scope of this understanding perhaps links with 
Carl Rodgers (1959) first core condition -  Psychological Contact -  which maintains that 
perception and awareness are interdependent, reciprocal and mutually inclusive events, where 
the therapist’s information can impinge upon the perceptual field of the prospective client. It 
will be suggested that the increased use of the internet possibly allows for a form of contact to 
occur before client and therapist have even met (Sanders & Wyatt, 2002).
More specifically, this review will use literature to suggest that the personality trait of 
trustworthiness can be inferred from observing prospective therapists’ faces and that these 
inferences of trust can influence a prospective client’s choice of therapist. The review is 
structured as follows; the hypothesis will be explained, creating a foundation from which to 
understand the subsequent literature. Based on this, a review of literature that considers a 
therapist’s trustworthiness including the face as a tool for impression formation will follow.
2. Hypothesis
This review will construct a rationale by reviewing literature that suggests a prospective client’s 
choice of therapist*  ^is influenced by the therapist’s perceived trustworthiness, which can be 
inferred from observing a prospective therapist’s face. This hypothesis has not been previously
The term therapist will be used to refer to all individuals who are involved in a therapeutie role.
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examined, yet parallels can be drawn from research examining alternative decision-making 
paradigms and these will be woven together to provide support for this novel hypothesis.
Based on Todorov et ah, (2005) line of reasoning, a logical perspective would argue that 
information about the therapist should take precedence over passing initial impressions, whereas 
an ideological perspective would maintain that therapists’ theoretical orientation should 
influence trait impressions. Furthermore, a client’s subjective perspective maintains that a 
prospective client’s choice of therapist is influenced by many factors, from the therapist’s 
orientation to the prospective client’s affective state. However, Todorov et al. argue that a 
psychological perspective maintains that quick automatic inferences generated from the 
therapist’s facial appearance influence the processing of subsequent online information, which 
has some bearing on the prospective client’s choice of therapist (e.g. Porter & ten Brinke, 2009) 
and, it is this perspective that will be further explored.
Along a similar vein, one would expect facial appearance to have little influence in, or on, 
political elections, especially considering the wealth of information, including personal and 
policy information, that is typically associated with election candidates, (Little et al, 2007). 
However, Todorov et al, (2005) found that competence inferred from politicians’ facial 
appearance predicted the outcome of US elections. In a related study, Ballew and Todorov 
(2007) found similar findings in America’s gubernatorial elections where winners were judged 
as more competent by observers after just 100 milliseconds. Furthermore, Little et a l (2007) 
created faces based on dominance differences between election candidates and found 
participants increasingly choose election winners compared to runners-up in America, Australia, 
New Zealand and the United Kingdom. These studies therefore begin to tentatively suggest the 
possible influence that facial appearance potentially has on a prospective client’s choice of 
therapist.
Trust has been defined as ‘a future-orientated willingness to be vulnerable’ (Rose et al, 2004, 
p.58). Research suggests a perception of the therapist as trustworthy is interwoven with the 
conveyance of several therapists’ attributes including competence and confidence, which aid 
clients’ engagement in therapy as well as therapeutic alliance establishment (e.g. Ackerman & 
Hilsenroth, 2003). Findings indicate the perception of a trustworthy therapist holds a pivotal 
function with regard to the client’s engagement in therapy, further underscoring its importance. 
Likewise, distrust has been found to influence and, at times, serve as a barrier to clients seeking, 
participating in and feeling satisfied with therapy (e.g. Rose et al, 2004; Watkins & Terrell, 
1988). Although it is emphasised that trustworthiness is not the only therapist variable 
considered imperative when a client chooses to engage in therapy (e.g. Ackerman & Hilsenroth,
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2003) based on these findings the therapist’s trustworthiness and its influence of prospective 
client engagement in therapy will be considered.
3. The Role of the Therapist
According to Najavits and Weiss (1994), therapists ‘may be one of the most important factors in 
effective psychotherapy’ (p.679). More specifically, May and O’Donovan (2007) maintain that 
the person of the therapist and the qualities he/she embodies influences the therapeutic process, 
with research suggesting that therapists account for 5-8% of therapeutic outcome (Hepner et al.„ 
2008) whereas therapeutic orientation differences account for less than 1% (Wampold, 2001), 
further highlighting this influential role. This review extends Strong’s (1968) interpersonal 
influence hypothesis which suggests that the client’s perception of a therapist’s attributes 
influences therapy, by considering whether the prospective client’s decision to engage in 
therapy is influenced by the perception of particular characteristics, prior to even meeting the 
therapist. This line of reasoning perhaps links with Rogers’s psychological contact condition, 
which Sanders and Wyatt (2002) maintains, ‘embraces the perception of the client and assumes 
the client is receiving (from their perception of the therapist) something or somebody ’ (p.viii., 
emphases in original). This perception of particular therapists’ characteristics is related to a 
‘response expectancy’ (Chen & Bargh, 1997) and it has been suggested in the research that the 
prospective clients’ expectations are imperative when establishing a therapeutic relationship as 
these expectations influence the therapeutic relationship, process and outcome (Hepner & 
Heesacker, 1983).
The next section will, more specifically, review whether a therapist’s perceived trustworthiness 
influences prospective clients’ decision to engage in therapy, as well as, the establishment of a 
therapeutic relationship. This perception, it will be argued later, can perhaps be inferred from a 
prospective therapist’s online, or available, facial image.
4. Trust in Therapy
Lewicki et al, (1998) define trust as ‘a confident positive expectation regarding another’s 
conduct’ (p.439) which involves a decision that ‘makes one vulnerable to the actions of another’ 
(Wilson & Eckel, 2006, p. 189). This definition can be compared to the context in which an 
individual decides to enter into therapy, which has been reported as a daunting and frightening 
prospect (Manthei, 1983; Millar, 2003), with Laughame and Priebe (2006) also maintaining that 
the public’s trust in health care professionals is declining. The literature suggests that the
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perception of a trustworthy therapist instils a level of trust within the client and the therapy itself 
as it can serve to limit the uncertainty typically associated with engaging in therapy (Ackerman 
& Hilsenroth, 2003). For instance, Hepner and Heesacker (1983) found that prospective clients’ 
expectation of a therapist’s trustworthiness and clients’ initial trust perceptions positively 
correlate with a client’s openness and satisfaction in therapy. However, this was not found for 
other traits, including expertise (Hepner & Heesacker, 1983), with Terrell and Terrell (1984) 
concluding that a client’s lack of trust in the therapist predicts premature termination. The 
importance of trust in therapy can be further demonstrated with client groups that consider and 
experience the therapist’s trustworthiness as imperative to their engagement. For instance, 
Watkins and Terrell (1988) write that ‘when working with minority clients, trust deserves 
special attention’ (p. 194) with a link between minority groups’ marginalised status and 
negative attitudes both within therapy as well as society more generally being drawn (e.g. Fish, 
2007). This line of reasoning will be considered in more detail later.
According to Strong (1968), trustworthiness is a fundamental attribute that clients use to assess 
therapists. Hepner and Heesacker (1983) define a trustworthy therapist as ‘sincere, open and 
absent of motives for personal gain’ (p.33) and, according to Lewicki et al, (1998), a high level 
of trust is characterised by hope, confidence and assurance. Ackerman and Hilsenroth (2003) 
and Hall et a l, (2002) similarly emphasise the amalgamated and overlapping nature of 
trustworthiness with other therapists’ attributes which aid alliance establishment, including 
benevolence, responsiveness, fidelity, competence and confidentiality. Research suggests that 
the prospective client’s initial perception of a trustworthy therapist therefore creates the 
anticipation of favourable conduct from them and increases the client’s confidence that the 
therapist will be able to help, due to stereotyping processes which undermine any potential 
uncertainties (Bargh et a l, 1996; Millar, 2003).
According to Bodenhausen and Lichenstein (1987), when making decisions about people we are 
influenced by stereotyping (Bargh et a l, 1996) where for instance, the perception of a 
trustworthy therapist drives a client’s expectations of interpersonal trust (e.g. Wilson & Eckel, 
2006), aiding the client’s feelings of confidence in the therapist’s ability to assist him/her 
(Strong, 1968; Watkins et a l, 1989) as ‘trust creates a basis for positive therapeutic 
relationships’ (Laughame & Priebe, 2006, p.844). Therefore, research suggests that due to 
stereotype activation, the perception of a tmstworthy therapist consequentially suggests the 
presence of several advantageous therapeutic variables undermining the ambiguity that typically 
occurs when choosing a therapist, as tmst promotes ‘being at ease’ feelings, allowing for a more 
assured choice (e.g. Bachelor, 1995; Watkins et a l, 1989; Wetzel & Wright-Buckely, 1988). 
This process further underscores the influential role that tmst potentially plays on therapeutic
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engagement and outcome. A possible extension of this is that the perception of a trustworthy 
therapist perhaps allows a choice to be made amongst therapists based on trustworthy 
expectations.
In sum, according to Lewicki et al, (1998) trust (or distrust) involves a movement towards 
certainty and, typically, enhances the therapist’s perceived creditability, which is imperative for 
working alliance establishment (Strong, 1968) as well as aiding prospective clients in their 
decision-making process (Schall, 2005). The reviewed studies above suggest that trust 
expectations influence prospective clients’ anticipation of favourable conduct from the therapist, 
particularly as it typically forms an interconnected relationship with the presence of several 
therapeutic variables (Hall et a l, 2002). Research, however, suggests that it is difficult to draw 
conclusions from studies examining clients’ preferences for therapists’ characteristics due to 
this interconnected relationship. For instance, Najavits et al, (2000) maintain that drawing 
conclusions from personality studies is difficult due to their inconsistent methodology and 
results. Studies have increasingly managed this dilemma when examining perceived 
trustworthiness by considering different aspects and concepts of trust and using different 
methodologies depending on their context and focus; for example, Zebrowitz et a l, (1996) 
emphasise the honesty aspect of trust whereas, Ackerman and Hilsenroth (2003) consider trust 
as a more holistic phenomenon. These inconsistencies, however, potentially undermine the 
reliable application of research to support the idea that prospective clients have a preference for 
a trustworthy therapist.
Furthermore, although the literature typically implies that trust is dichotomous, with 
trustworthiness perceptions being predominantly based on initial impressions this, it can be 
suggested, is a somewhat narrow definition, largely founded using a quantitative methodology 
(e.g. Steel, 1991). Indeed, research suggests that several factors contribute to a therapist’s 
trustworthiness and a client’s experience of a therapist’s trustworthiness, including a therapist’s 
dependability and responsiveness (e.g. Bachelor, 1995 -  phenomenological study). Similarly, 
Hepner and Heesacker (1983) found that pre-therapy expectations of a therapists’ 
trustworthiness did not correlate with trustworthiness perceptions recorded several weeks later, 
further suggesting that a prospective client’s expectations and the real-life experience of a 
therapists’ perceived trustworthiness develops over the course of therapy and is determined by a 
number of sources and factors. However, it is proposed that these factors are more synonymous 
with therapeutic relationship development (and thus Rogers remaining therapeutic conditions) 
than with a client’s initial impression of their therapist which, research suggests, potentially 
plays an important and influential role with regards to a prospective client’s decision to engage 
in therapy (Ackerman & Hilsenroth, 2003).
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5. Beginning a Therapeutic Relationship
According to Ackerman and Hilsenroth (2003), a therapist’s ability to establish trust and 
confidence early in therapy is crucial to both therapeutic establishment and outcome, as 
trustworthy perceptions increase the client’s confidence of being understood by the therapist. 
This suggests that a prospective client’s perception of a therapist’s trustworthiness in the early 
stages of therapy is perhaps important as it potentially influences whether the prospective client 
engages in therapy and establishes a therapeutic relationship. This review extends this proposal 
by suggesting that the perception of a therapist’s trustworthiness is important at an even earlier 
stage, when prospective clients ‘intuitively’ perceive therapists’ trustworthiness based on their 
facial appearance which, it will be suggested, influences their decision to engage in therapy with 
the owner of that face. Based on this line of reasoning, it will also be suggested that with the 
increased use of the internet as a forum in which to advertise, as well as, locate therapeutic 
services, prospective clients are increasingly able to discern a prospective therapist’s 
trustworthiness before they have even met. This links with the suggestion of Poutry (1994), a 
humanistic therapist who writes extensively on pre-therapy, that contact starts from simple 
observations including that of the other’s body as well as the face. Based on Rogers’ (1959) idea 
of contact, which involves ‘two persons’ the prospective client who is receiving and the 
therapist who is sending, this review aims to encourage therapists’ to reflect on and, remain 
curious about, the potential and widespread impact advertising their services online can have, as 
they are in fact already in contact with the client.
6. The Face
Humans are a highly sociable species and according to Todorov et al, (2007), people form 
impressions of others quickly, influenced by initial and minimal sources of information, which 
consequentially influence their behaviour towards others. Research claims that individuals 
disproportionately assign others with dispositional traits based on their facial appearance (e.g. 
Penton-Voak et al, 2006; Todorov et al, 2005) and that these impressions subsequently 
influence interactions as they shape the way observers anticipate people’s reactions (e.g. Wilson 
& Eckel, 2006). Burton (1973) maintains that a face’s non-verbal features are largely ignored in 
psychotherapy, undermining their influence. In line with Burton (1973), this review will 
highlight the influence that the perception of a therapist’s face and more specifically how 
trustworthy this face is deemed, can potentially have on prospective client’s decision-making 
process.
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Burton (1973) asserts that as you go up the ‘evolutionary scale, faces become more 
interpersonally important’ (p.301). As faces are involved in most interactions, facial scanning 
frequently occurs, with Macrea et al, (2005), reasoning that ‘the face is without rival as a 
stimulus in the persons perception process’ (p.686). Cosmides and Tooby (1992) enrich this 
understanding as they maintain that rapidly formed impressions of others, based on their face, is 
imperative for successful interactions, particularly as these determine whether to approach or 
avoid others (Engell et al, 2007; Hepner & Heesacker, 1983). Furthermore, unlike expressions 
facial features, until recently, could not be changed and were fairly constant (Hassin &Trope, 
2000) with specific brain areas having been found to specialise in face processing, suggesting 
that the extraction of information from a face is imperative (Winston et al, 2002). A 
hypothetical extension of this incorporates a plausible rationale to suggest that a therapist’s face 
plays an important role in helping a prospective client determine whether a beneficial or 
dangerous outcome will prevail when entering therapy, allowing for a choice based on 
expectations and preferences to transpire (Frischen & Eastwood, 2008; Schall, 2005). This will 
be further examined in the next section.
7. Personality and the Face
According to Burton (1973), the ego appears as if lodged in the face, as observers typically go 
‘past’ inferences normally gained from faces, making inferences about the possessor’s 
disposition, character and psychological traits (e.g. Little & Perrett, 2007). Although the ability 
to perceive prospective therapists’ personality based on their face admittedly seems bizarre, it is 
based on research findings that suggest a belief exists within society that faces are useful 
sources of information about a person’s disposition (e.g. Willis & Todorov, 2006), 
incorporating the concept of physiognomy (Shevlin et al, 2003). For instance, Liggett (1974) 
found that 90% of students consider faces to be valuable sources of information and Hassin and 
Trope (2000) similarly found that 75% of the Israeli population consider it possible to discern 
an individual’s personality from his/her face. These studies therefore imply that prospective 
clients readily examine therapists online faces as these are believed to provide an insight into 
the prospective therapist (e.g. Todorov et a\., 2005), informing their decision-making process 
(ten Brinke & Porter, in press).
Research supports this line of reasoning, with studies finding that trait impressions including 
agreeableness, extroversion, intelligence, trustworthiness and conscientiousness are consistently 
judged at an accuracy rate greater than chance (e.g. Zebrowitz 1997; Zebrowitz et a l, 1996). 
Little and Perrett (2007) generated composite facial pictures of individuals who evaluated
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themselves as low or high on particular traits, (composite images amalgamate several faces, 
allowing similarities in high or low faces to remain while variations were averaged-out). They 
found that observers accurately judged the composite face’s self-reported personalities. In a 
similar study, Penton-Voak et al., (2006) found observers accurately perceived self-reported 
extraversion, agreeableness and emotional stability and, using yearbook facial photographs of 
graduating cadets Mazur et al., (1984) found a positive correlation between faces perceived as 
dominant and cadets’ rankings in their senior year. Together, these findings give rise to the 
kernel of truth hypothesis (Masip & Garrido, 2001) suggesting that it is acceptable and accurate 
to assign personality traits to therapists based solely on their facial appearance (Hassin & Trope, 
2000). Linked to this hypothesis, Willis and Todorov (2006) found that dispositional 
impressions accuracy remains even when people are exposed to a face for a short time and 
interestingly, using both American and Chinese participants, Albright et al., (1997) found a 
consensus and accuracy in personality judgements, within each culture and between cultures, 
suggesting the cognitive act of perceiving traits from faces has universal standing (Hassin & 
Trope, 2000). Therefore, one could suppose that if personality trait inferences gained from the 
observation of a face correlate with true disposition, this inference process is, in fact, functional. 
This somewhat ‘bold’ statement will be considered further.
The ability to infer personality from a face is typically examined using the zero-acquaintance 
format. Perceivers judge the personality of targets they are not acquainted with and have no 
interaction with, using video-clips, static photographs or brief interactions; personality ratings 
are correlated with self-report or acquaintance-report ratings (e.g. Albright et al., 1988). These 
correlations have been found to be significant for self-stranger and acquaintance-stranger ratings 
(see Little & Perrett, 2007 for a review). However, the zero-acquaintance format possesses 
limitations; targets frequently contain extraneous sources of information, including clothing, 
hair and non-verbal behaviour, potentially providing personality information (e.g. Gifford, 
1994). Furthermore, studies frequently fail to acknowledge this inconsistent methodology with 
researchers concluding that their findings imply that facial appearance results in personality 
inferences without taking extraneous variables into account (e.g. Todorov et al., 2005), 
presenting a potential drawback and perhaps contributing to the variable and inconclusive 
results found in zero-acquaintance studies.
In summary, the research in this section suggests that prospective-clients form dispositional 
inferences about prospective therapists when observing their face. Thus, by making some form 
of difference to the prospective clients’ experiential field, this process of perception conceivably 
relates to Rogers’ description of contact, where ‘to be in contact, the therapist only needs to 
make some perceived or even subceived difference in the client’s experiential field. Rogers
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makes no requirement that contact be elaborated, that it be reality orientated or that it come in 
any particularly process-rich form’ (Warner, 2002, p.79; see Rogers 1959), thus suggesting the 
presence of a contact continuum that ultimately moves from minimal levels of contact to the 
development of the therapeutic relationship. The next section will extend this line of reasoning 
by examining literature which discusses whether prospective clients form trustworthy 
dispositional impressions of therapists based on their facial appearance, linking with previous 
literature that suggested a therapist’s trustworthiness is central to the prospective client’s 
engagement in therapy.
8. First Impressions and Trust
Research suggests that some dispositional traits, based on facial appearance, are judged more 
accurately than others (e.g. Albright et al., 1988; Shevlin et al, 2003). Bar et al, (2006) also 
found that the exposure time for the perception of threat-related trait judgements is shorter. 
These findings imply that the ability to identify traits from a facial appearance has an adaptive, 
gate-way like function. Indeed, the identification of personality traits deemed genetically 
undesirable would have been adaptive for mate selection or avoidance, implying that 
impressions based on facial perception evolved to maximise survival (Porter et al, 2008). 
According to Cosmides and Tooby (1992), one important inference made when meeting 
someone is whether they are trustworthy or potentially dangerous, with Engell et al, (2007) 
going on to suggest that perceived trustworthiness influences whether observers approach or 
avoid others, with Cosmides and Tooby (1992) maintaining that trust inferences emerged to 
maximise ones fitness. These findings, coupled with the literature on the importance of trust in 
therapy, imply that intuitive impressions of a therapist’s trustworthiness are highly relevant to a 
prospective client’s choice of therapist.
Research suggests that impressions of others’ trustworthiness are formed rapidly when one 
observes another’s facial appearance. Willis and Todorov’s (2006) participants’ viewed facial 
images for 100 milliseconds, 500 milliseconds, one second or an unlimited amount of time. 
Findings showed that 100 milliseconds of exposure had the greatest impact on trust judgements. 
Bar et al, (2006) similarly found that trust judgements based on facial appearance occur within 
39 milliseconds. In both studies, extending exposure time merely increased the participants’ 
confidence in the accuracy of their quickly-formed trustworthiness judgements. These findings, 
therefore, indicate that trustworthy inferences are perhaps instantaneous, invariable and 
unreflective and it is suggested here that prospective clients make similarly rapid, intuitive and 
enduring assessments of a therapist’s trustworthiness when observing his/her face.
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Studies also point to a consensus in an observer’s ability to perceive an individual’s 
trustworthiness from his/her face (e.g. Willis & Todorov, 2006). Porter et al, (2008) examined 
the accuracy of initial trustworthiness impressions, by comparing two groups believed to differ 
in trustworthiness; the untrustworthy group was derived from America’s Most Wanted while the 
group considered trustworthy consisted of Nobel Peace Prize winners. The participants, who 
were unaware of these groupings, successfully differentiated the trustworthiness of the two 
groups and the accuracy of these initial judgements did not change with increased exposure, 
further suggesting that trustworthy judgements are enduring, intuitive and potentially valid.
These findings, therefore propose that the face is a functional source from which to form a 
perception about a therapist’s actual level of trustworthiness. However, it must be noted that 
although Porter et al, (2008) used two groups of people considered to significantly differ in 
trustworthiness, group categorisations may not reflect a group member’s true trustworthy 
‘disposition’. In a similar argument, this review looks at trustworthiness within one 
professionally homogeneous group where trustworthiness is possibly considered to be ‘part of 
the job’, which is further ensured by ethical guidelines. Based on this suggestion, one could 
hypothesise that prospective clients may not even assess a therapist’s trustworthiness, perhaps 
considering it a given, with trust variations within this group being miniscule. However, 
literature indicates that this is not the case and influential differences may still occur. Research 
indicates that the perception of a trustworthy therapist is, in fact, influential for a client’s 
engagement in therapy (Clark, 1987; Owens et al, 2007). LaFromboise and Dixon (1981) 
provide a further layer to this as they maintain that majority-group members perceive therapists 
as trustworthy until evidence contradicts this assertion, whereas, minority-group members delay 
trustworthiness attributions until the therapists prove their trustworthiness. This suggests that 
trust in not merely a ‘given’ but adopts an increasingly variable role, with the perception of a 
trustworthy therapist playing a potentially imperative role, particularly with regard to 
prospective clients’ engagement in therapy. In addition to these arguments, as will be seen in the 
next section, trustworthiness assessments can also occur without conscious intent.
9. Automaticity
The above section implies that a prospective client’s perception of a therapist’s trustworthiness 
is gained from the therapist’s facial appearance. This section examines the automatic nature of 
this perception process. ‘Automaticity’ refers to an effortless and unintentional process which 
transpires outside awareness (Bargh, 1994). Within the context of this research, automaticity 
incorporates ‘whether dispositional inferences are made automatically, whether attitudes
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become activated automatically to influence ongoing behaviour...and the degree to which a 
person is aware or unaware of the influences on his or her judgements and subjective experience’ 
(Bargh, 1994, p.2). Bargh (1994) maintains that trait inferences are automatic and particularly 
occur when cognitive resources are undermined. Indeed, even when instructed, individuals are 
unable to ignore a person’s face and the inferred dispositional traits when making decisions, 
although they maintain that they can (Hassin & Trope, 2000), suggesting that both members, 
although neither might be aware, are already in contact.
More specifically. Bar et al, (2006) and Willis and Todorov (2006) found that participants 
rapidly perceive trustworthiness in a face (e.g. Todorov et al, 2007), suggesting trustworthy 
inferences are effortless snap-judgements that occur instinctively when observing a face. Studies 
that have found the amygdala engages in automatic and unprompted trustworthiness 
assessments, based on facial appearance, have been used to further support this line of reasoning. 
In Winston et al. ’s (2002) study, the participants viewed faces, assessing them for 
trustworthiness or age. They found distinct brain activation patterns to be associated with a 
face’s trustworthiness which occurred even when the participants were not instructed to engage 
in trustworthiness judgments. Although Engell et ah, (2007) controlled for several weaknesses 
in Winston et al. ’s (2002) study, their results supported Winston et al. ’s (2002) findings, further 
suggesting that the amygdala performs an important function in the automatic perception and 
assessment of a face’s trustworthiness (Engell et al., 2007).
This decision-making, neurological and social cognition research, therefore, suggests that a 
division exists between system-one processes, which are rapid, effortless, unreflective and slow 
and purposeful, effortful system-two processes (Todorov et al., 2005). Trustworthy inferences 
based on facial appearance are effortless snap-judgements, making them a system-one process 
(Willis & Todorov, 2006) which Cosmides and Tooby (1992) maintain is not surprising as rapid 
trustworthiness detection is essential for survival. Todorov et al. (2005) go on to suggest that 
this dual-processing system means inferences made during initial encounters have subtle, often 
subjectively unrecognisable influences on decisions, tapping into a stereotyping process 
whereby the perception of trustworthiness within the face triggers a categorisation process, 
providing information about the person even if inaccurate. Therefore if choices are indeed 
informed by effortless trustworthiness perceptions, a prospective client’s choice of therapist 
could be impulsive and unreflective (Engell et al., 2007).
This section provides an understanding of the automaticity of the processes that potentially 
occurs when viewing a face. With regard to prospective clients’ choice of therapist, it has been 
suggested that with the increased use of the internet (and online search engines) this observation
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is increasingly likely to occur with online images of a therapist’s face. As automatic, initial 
trustworthy judgements can be corrected using system-two processes, it is recommended that by 
increasing prospective clients’ awareness of the influence of initial impressions, which are 
potentially unreflective snap-judgments, their motivation to engage in system-two processes 
could increase, as automatic activation can be limited by human learning, intention and 
motivation (Sassenberg & Moskowitz, 2005), allowing for a more objective impression to be 
formed and a better informed decision to occur. What's more, an awareness of the complexity of 
these impressions can also increase a therapist’s understanding of the influential nature and 
wide-ranging consequences that the information they present about themselves can have on 
those who observe it.
10. Does A Trustworthiness Perception Reflect Dispositional Trustworthiness?
It has been suggested that prospective clients use intuitive assessments of a therapist’s facial 
appearance to judge the therapist’s trustworthiness and that these judgments consequently 
inform prospective clients’ decision-making processes, guiding interactions. However, ten 
Brinke and Porter (in press) maintain that these decision-making processes are characterised by 
‘natural human biases, tunnel-vision and overconfidence’ (p.9) leading one to question the 
credibility of these intuitive trustworthiness judgements whilst also illustrating the need to 
engage in system-two processes. Indeed, although studies have found a consensus in 
trustworthiness judgements based on facial appearance (e.g. Penton-Voak et al, 2006) 
exceptions do exist, for instance, Adolphs (2002) found inconsistencies in trustworthiness 
judgements of the same face.
Furthermore, the literature varies over the validity of intuitive trustworthiness impressions (e.g. 
Said et a l, 2009). For instance, ten Brinke and Porter (in press) assert that research assumes that 
trustworthy judgements are accurate due to consistency. However, most do not use objective 
dispositional information, undermining their credibility (e.g. Willis & Todorov, 2006). In a 
similar vein, although Penton-Voak et al, (2006) found credibility in some personality traits 
perceived from the face, most research found no -  or a negative -  correlation between trait 
judgements and objective information (e.g. Hassin & Trope, 2000). Likewise, although Albright 
et al, (1997) found a consensus between observers’ ratings, agreement between the targets’ 
self-ratings and observers’ perceptions was small, perhaps signifying accuracy discrepancies. 
More specifically, within trustworthy disposition literature. Porter et a/.’s, (2008) discrimination 
rates between America’s Most Wanted and Nobel Peace Prize winners was only above chance 
and Zebrowitz et al, (1996) found no association between real and perceived honesty using
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photographs. This line of reasoning suggests that consistency in zero acquaintance studies does 
not insinuate validity in terms of one’s trustworthy disposition, undermining the applicability of 
this perception process. However, this variability maybe due to the fact that studies used 
different methods and concepts of trust when examining trustworthy attributions and an 
individuals’ ‘true’ trustworthy disposition.
According to Stirrat and Perrett (2010), ‘decisions about whom to trust are biased by stable 
facial traits’ (p.l) including facial attractiveness (Wilson & Eckel, 2006), babyfaceness (Berry 
& McArthur, 1985), similarity to kin (DeBruine,2002, 2005), gender (DePaulo et al„ 1993), 
expression (Said et al,, 2009), and age (Donnan & Mitchell, 1979). A face’s trustworthiness is 
therefore influenced by stereotyping and over-generalisation from a number of different and 
influential factors (Said et al, 2009). As it has been suggested that initial impressions of 
prospective-therapists potentially occur outside of conscious awareness, these influential 
variables perhaps serve to promote ‘intuitive’ trustworthiness feelings within prospective clients, 
although there is little evidence to suggest that they reflect true dispositions (Porter & ten 
Brinke, 2009). Several zero-acquaintance studies did control for a number of these influencing 
variables and their findings support the suggestion that facial appearance provides an insight 
into trustworthy disposition (e.g. Engell et al, 2007). However, the variables that were 
controlled were inconsistent between studies, further contributing to an inconsistency in 
findings and undermining the reliability of these studies’ conclusions. Moreover, in a real life 
decision-making process therapists’ photographs inevitably contain extraneous variables 
including gender, expression and age and these variables potentially influence trustworthiness 
inferences, playing an influential role in social attributions (Boone, 2003), influencing 
disposition impression. Therefore, perhaps a consideration of these variables, alongside the 
therapist’s face, would increase the real-life applicability of these findings as they would be 
closer to the prospective client’s actual decision-making process. Consequently, although 
research suggests that on the one hand we are somewhat ‘stuck in’ our faces, all is not lost as it 
seems that potentially influencing factors in real-life decisions mediate this influence.
In sum, it is suggested that prospective clients rapidly perceive and form impressions of 
therapists’ trustworthiness from their online facial appearance and that these judgements, 
perhaps, hold some 'kernel of truth’ although they may not be reflective of an individual’s actual 
disposition. It is also suggested that, perhaps by increasing prospective clients’ awareness of 
these processes and the potential inaccuracies drawn, it may serve to increase their motivation to 
reduce stereotype activation (Sassenberg & Mokowitz, 2005).
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11. Trust Inferences Influence Decisions
According to Schall (2005), decision-making primarily occurs when choices are ambiguous or 
highly significant and when gains are difficult to determine, a context perhaps analogous to that 
experienced when choosing a therapist. The prospective client’s decision-making process 
typically involves a deliberation among alternative therapists with regard to whether particular 
goals or costs are anticipated, before making a choice (Manthei, 1983). As decision-making is a 
multifaceted and cognitively-demanding process Bodenhausen and Lichenstein (1987) suggest 
that stereotyping serves to simplify this decision-making process. It can therefore be reasonably 
suggested that a therapist’s perceived trustworthiness informs the prospective client’s decision­
making process where, according to Hassin and Trope (2000), trustworthiness stereotypes are 
used by perceivers to interpret subsequent information. More specifically, research suggests that 
the presence of particular facial characteristics automatically and unconsciously activates 
trustworthy trait perceptions, serving to undermine this ambiguous and demanding decision­
making process (Chen & Bargh, 1997; ten Brinke & Porter, in press) as perceivers act in 
accordance with the expectations associated with trustworthy stereotypes (Bargh et al, 1996).
Porter and ten Brinke’s (2009) Dangerous Decision Theory (DDT henceforth) provides an 
enriched understanding of the decision-making process that potentially transpires with 
trustworthiness perceptions. Historically, making quick decisions about whether faces are 
trustworthy aimed to reduce danger and although it has been suggested that these intuitive 
judgements are generally not as imperative in the current environment, observers still seem to 
consider their trustworthiness intuition to be credible and unwavering. DDT, therefore, suggests 
that interpersonal trustworthiness judgements occur instantaneously and automatically with face 
observation and are experienced as intuitive by the observer (Porter & ten Brinke, 2009). 
Furthermore, this theory suggests that holding on to initial intuitive impressions, which are 
potentially unreliable, typically results in a ‘tunnel vision’ effect, generating misinterpretations. 
Research suggests that information such as an individual’s reputation and experience contribute 
to trustworthiness judgements (Wilson & Eckel, 2006). This information is typically available 
online and could therefore serve to provide an alternative source from where to gain a 
perception of a therapist’s trustworthiness, potentially undermining the positive correlation 
found between ambiguity, decision-making and the interpretation of facial traits as this 
information can be used to inform inferences (Hassin & Trope, 2000). However, this ‘tunnel 
vision’ effect would suggest the this presence of additional online information is in fact 
influenced by and assimilated according to the initial subjective trustworthy impression gained 
from a therapist’s face, resulting in an irrational but rationalised biased decision, generating 
potentially incorrect but highly confident ‘intuitive’ decision-makers (Porter et al, in press).
This understanding derives support from research. At the start of a court case in Canada, Steven 
Tuscott’s face was perceived to be untrustworthy and it has been suggested that it was this 
impression that influenced the investigation and resulted in evidence being ignored, 
undervalued and overvalued in accordance with this initial impression resulting in Truscott 
being wrongfully convicted of murder (ten Brinke and Porter, in press). Todorov et al., (2005) 
also supports this line of reasoning, having found that although additional information 
destabilised the perceived competency of faces, preferences were still anchored within initial 
competency inferences.
DDT highlights the impact of potentially faulty first impressions and the importance of 
objectivity for credible assessments (ten Brinke and Porter, in press). Nevertheless, even with 
these considerations, objective assessments may still not transpire as Todorov et al., (2005) 
found that rapid, unreflective competence inferences based on politicians’ facial appearances 
predicted election outcomes, despite million-dollar election campaigns which broadcast 
information about the candidates. Therefore, despite the additional available information on 
therapists’ websites, trustworthiness inferences are perhaps increasingly based on a therapist’s 
facial appearance, which consequently influences the processing and interpretation of 
subsequent information. With this line of reasoning, it is suggested that therapists should 
consider the implications of the information they publish online, including the use of online 
facial photographs. It is also emphasised that therapists should remain mindful of how a client 
engages with this information and subsequently chooses to engage in at least an assessment 
session with them, thus providing further grist to the psychotherapeutic mill.
Although their validity is questionable, it has been suggested that trustworthy impressions 
gained from static facial images engender a biased decision-making process. The next section 
suggests that this process is influenced by context where, although trustworthiness perceptions 
influence decision-making, according to Cosmides and Tooby (1992) this influence can vanish 
or be superseded by an individual’s capacity to engage in self-interested decision-making, 
highlighting the influence of context. Context can include the environment faces are perceived 
in as well as prospective clients’ subjective trait preferences, linking with the concept of 
intentions: intentions deal with motives for an action based on preferences and beliefs, although 
they may not be realised (Schall, 2005). In sum, it will be suggested that, depending on the 
context, prospective clients’ preference for trustworthy therapists varies, generating context- 
dependent variability in choices (Little et ah, 2007).
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12. Context
‘Within the same relationship we have different encounters in different contexts with different 
intentions leading to different outcomes’ (Lewicki et al, 1998, p.442). More specifically, 
studies suggest that prospective clients’ trait preferences and choices are influenced by, and act 
in accordance with an individual’s unique and subjective context. For instance. Little et a l 
(2007) found that changing the context in which faces were perceived changed voting outcome, 
with dominant features being preferred in wartime and forgiving features during peacetime. 
These findings suggest that the prospective client’s context influences the extent to which they 
regard particular traits important, influencing and potentially curtailing trustworthiness 
preferences. Indeed, trust is not the sole determinant when prospective clients choose a therapist 
(e.g. Ackerman & Hilsenroth, 2003). This assertion is also supported by Koch (2001) who 
found clients referred for vocational counselling preferred therapists with facilitative and 
expertise characteristics, characteristics that clients considered would benefit them the most 
within that particular context.
A prospective client’s preference for particular therapist traits and characteristics potentially 
signifies what a prospective client aims (and fears) to gain from therapy despite the prospective 
client not being fully aware of the reasoning behind his/her motives (Mallinckrodt et al, 1995). 
Context-dependent preferences for non-therapy-specific therapist characteristics has been found 
for age (Watkins & Terrell, 1988), gender (e.g. Ang & Yeo, 2004), sexuality (e.g. Liddle, 1997; 
McDermott et al, 1989) and ethnicity (e.g. Donnan & Mitchell, 1979) suggesting that context 
plays an influential role in the prospective client’s choice of a therapist. More specifically, 
according to Todorov et al, (2005) the attributes perceivers consider most important inform 
their choices and although trustworthiness is important (e.g. Hepner & Heesacker, 1983), the 
research indicates that prospective clients consider other attributes that can also be derived from 
the therapist’s face as important, such as attractiveness and expertise (Strong, 1968), possibly 
displacing the prospective clients’ prerequisite for a trustworthy therapist. This argument draws 
support from Todorov et a l's  (2005) study where only competence predicted the election 
outcome as competence was considered the most important trait in that decision. Linked to this, 
Cosmides and Tooby (1992) found that intuitive trustworthiness influences may be superseded 
by an individual’s capacity to engage in self-interested decision-making, further highlighting the 
idea that a prospective client’s context may result in additional attributes being considered, 
despite the automaticity of this perception.
Schall (2005) suggests that choices are influenced by reinforcement history, highlighting the 
presence of a potential relationship between trust and past experiences, underscoring a further 
understanding of a prospective client’s context. Indeed, clients come to therapy with their own
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history, personal experiences, agendas and needs and ten Brinke and Porter (in press) propose 
that trustworthiness decisions are influenced by personal schemas and experience. This 
reasoning can be linked with Jacobs’ (2004) suggestion that trust in the mother is a foundation 
for trust in the world and that the experience of trust helps the baby foster trust within itself. 
Bartholomew and Horowitz (1991) extend this understanding by proposing that attachment 
patterns forged in childhood govern adult attachment, with Mallinckrodt et al. ’s, (1995) study 
suggesting that clients form similar attachment patterns with their therapist, where Tong- 
established working models of self and others are used to resolve ambiguities in new caregivers 
and to anticipate the motives and behaviour of new attachment figures’ (p.315). As Jacobs 
(2004) maintains that transference can occur before therapy begins, this suggests that trust 
concerns in prospective clients can be linked with a preference for a trustworthy therapist before 
the client and therapist have even met, with research also suggesting that people with 
complicated attachment histories are more focused on picking up non-verbal cues from others 
(e.g. Bachelor, 1995), further underscoring the importance for therapists to remain mindful of 
that psychotherapeutic mill. Indeed, increasing a therapist’s awareness of this transferential 
preference based on his/her facial appearance could offer a form of insight into a client’s 
internal world, where therapists do not have to opt to remove their facial images and online 
information but should be aware of the presence of these potential dynamics.
Mallinckrodt et al., (1995) further enrich this idea of context when they maintain that secure 
attachments may not develop because cultural mistrust can be functional, also tapping in to 
stereotyping processes. According to La Fromboise and Dixon (1981), the development and 
maintenance of cross-cultural therapeutic relationships is dependent on initial trust perceptions, 
with trust serving to undermine ‘foreignness’ feelings (Sue & Sue, 1999). Using a qualitative 
study of African-American perceptions of psychotherapy, Thompson et al, (2004) further 
highlight this claim. One of their participants succinctly illustrated the relationship between a 
client’s environment/context and the importance of trust in therapy, saying that “yow might not 
trust white people. You ’re not going to sit and talk to somebody i f  you don’t trust them ”. In a 
similar vein according to Clark (1987), ‘the lesbian/gay person will not truly accept help until a 
bond of trust has developed’ (p.221), with Owens et al, (2007) perhaps providing an 
understanding for this when they write that ‘correlations between mental health indices 
(depression, anxiety, internalised homophobia) and medical mistrust suggest gay and lesbian 
individuals may avoid seeking treatment for these concerns because of their negative 
expectations’ (p.97). These findings further highlight the variable importance of trust with 
regard to prospective clients’ engagement in therapy, where the perception of a trustworthy,
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therapist possibly signals a beginning point for a client, as this perception may offer a 
reassurance that one can expect to continue to interact in a culturally comprehensible way.
The literature suggests that the perception and importance of a trustworthy therapist is 
influenced by context. Although it is admittedly difficult for therapists to gauge why a client 
chose them based on their face, an implication of this review is that an awareness of a potential 
relationship between online information and a client’s context (which, for instance includes 
their aim for therapy, as well as potentials fears), would increase a therapist’s attentiveness to 
potentially valuable dynamics, allowing for a beginning point from which more could be 
communicated in words.
13. What Now?
The automatic nature of impressions based on one’s face suggests that we are ‘stuck’ in our face. 
Hassin and Trope (2000) maintain that, to some extent, this is true, particularly as system-two 
processing is effortful, resulting in the correction of automatic system-one processes being 
frequently undermined (Todorov et al, 2005). Furthermore, Hassin and Trope (2000) argue that 
even when processing demands are met, they do not rescue us from our facial appearance. 
However, it has been suggested that perhaps increasing prospective clients’ awareness of these 
rapid impressions can increase their motivation to reduce stereotype activation, to consult 
additional information and engage in system-two processes (Sassenberg & Mokowitz, 2005) 
allowing for a more objective decision-making process. In a similar vein, Engell et al, (2007) 
argue that although amygdala response is automatic, other systems associated with the 
perception of a person as an individual modulate trustworthiness judgements. This research, as 
well as research referred to throughout the review, suggests that it is therefore important not to 
overemphasise the influence of inferences made from facial appearances, as well as the 
perception of trust on prospective clients’ decisions, as these are undoubtedly based on a variety 
of sources and incorporate a complex subjective experience.
Although studies have found that inferences are generally consistent, researchers also seem to 
agree that there is a lack of a reliable and valid measure of credibility with regard to whether the 
dispositional impressions rapidly gained from faces are reflective of actual disposition, meaning 
that it is difficult to conclude how valid these initial impressions are. In sum, it is therefore 
suggested that what can perhaps be inferred from the literature is that prospective clients should 
pay attention to their intuitive trustworthiness impressions but they should also refer to 
additional information, allowing for a greater awareness and objectivity when choosing a
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therapist. Furthermore Recupero and Rainey (2006) strongly maintain therapists should be more 
aware of what clients encounter online; this review further enriches their cautioning.
14. Conclusion
According to Burton (1973), ‘the royal road to therapeutic growth may be the face’ (p.302). By 
providing evidence and a rationale to suggest that prospective clients choose a therapist based 
on how trustworthy their face looks, it is suggested that Burton’s statement is, potentially, true. 
This phenomenon has been tentatively linked to Rogers’ (1959) condition of psychological 
contact within therapy, which Rogers suggests is linked to a process of perception and 
potentially signifies the starting point of a relationship. More specifically, this review presents a 
plausible rationalisation to suggest that, perhaps, when presented with several online therapists, 
prospective clients choose the most trustworthy-looking one and this could be further explored 
using empirical studies. Although it is accepted within psychotherapy that many factors, 
including therapists’ variables and clients’ preferences, influence the therapeutic process, this 
review enriches this understanding, whilst also encouraging therapists to reflect on the potential 
impact of advertising their services online and remaining mindful of how clients come to end up 
in a room with them. This is based on the idea that the presence of online information means 
that the client has already, to some extent, come into ‘contact’ with the therapist, 
consequentially emphasising an intrapersonal as well as relational experience, all of which 
provide grist to the psychotherapeutic mill.
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Appendix A. Use of Self
When I was beginning to consider a focus for this review, campaigning for the 2010 UK 
elections had begun. One aspect that received a great deal of attention at this time was whether 
David Cameron’s more approachable and healthier look would help him win the election. I have 
always been fascinated by the notion of first impressions, the complexities of how people 
interact and how relationships between people form and this is ultimately what drove me to 
explore this topic further. On reflection, this interest is perhaps related to my experience of 
growing up as a Roman Catholic in Northern Ireland where, on meeting someone for the first 
time, depending on, for instance, their (and your own) accent, name, sporting interests and 
where they live, one learns very quickly to decipher whether you are ‘one of us’ or ‘one of 
them’, thus making an immediate judgement based on an initial and rapidly formed impression.
I began to suppose that if present-day electoral candidates’ appearance influences such 
important decisions, then there was possibly a rational basis for looking at whether a therapist’s 
appearance influences a client’s own ‘votes’. This idea was undoubtedly linked to the fact that, 
as a trainee and one who was just beginning to embark on her counselling psychology training, I 
was desperate to discover how therapy works and how I was meant to be. What was the ‘magic’ 
formula? Ultimately I wanted to know how to get it ‘right’! Furthermore, when beginning this 
training I was told by a professional tutor that I “look young” and that this “will probably 
impact” therapy and “I should therefore be careful with how I dress and act in the room”. 
Therefore the influence of appearance -  and indeed my own appearance — and how this 
impacted the developing processes was heavily implanted in my mind early on and admittedly, I 
was also doing the same with clients, forming impression rapidly on their entrance into the 
room, would they be a ‘good’ client or a ‘difficult’ one? Would they like me? Would we get on?
I decided to look at therapists’ trustworthiness (a theme that continues throughout my research^®) 
even though research suggests that several traits are linked to prospective clients’ choice of 
therapist. At the beginning of my first year I moved to Guildford and trust felt particularly 
prevalent for me. I was again in a position of having to make new friends. I also had to engage 
in personal therapy. When I began to search for and start personal therapy, it was a new and 
daunting experience. These experiences placed a need for trust at the forefront and although 
trust was empirically supported in the research, it was perhaps no coincidence that this was the 
trait I decided to consider imperative. (As I have come to understand myself further during the 
training I have increasingly gained an understanding into my relationship with and, need for, 
trust)
I have added this to the original Use o f Self section.
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Linked to this struggle I was also grappling with a wider philosophical question of what was 
counselling psychology? And, in particular, what was a scientist and a practitioner? Indeed, it 
took me some time to begin to understand the relationship between therapeutic practice and 
research, a struggle that can be readily observed in this review. I approached the review with a 
predominately quantitative way of thinking that perhaps lacked important facets of human 
experience. However, with my developing interest in phenomenology and with my increased 
personal and subjective experience of being both a client and a trainee counselling psychologist, 
I came to realise that these positivist approaches did not always position the client/participant at 
the forefront, an incongruence that became increasingly obvious to me as the year went on, 
encouraging me to adopt a more pluralistic stance. (A stance and process that can be more 
generally applied to the concepts and understanding of human distress and the psychological 
theories that counselling psychologists work with more generally).
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Appendix B. How material was gathered for the review.
The research strategy consisted of three main electronic databases; Science Direct, Web of 
Knowledge and PsycINFO. The databases were accessed online through the University of 
Surrey and they allowed key texts and authors relevant to the reviews hypothesis to be identified 
and considered.
Books and articles were either obtained from the university library or online, some were 
purchased by the researcher and one book was requested using an inter-library loan. Authors, 
for example A. Todorov, who were identified as key contributors to this review’s hypothesis 
were also used to identify further relevant literature. Another key method used to identify 
relevant literature was through the use of reference lists found in texts that were considered 
important and relevant to the research topics. This allowed for fiirther relevant key texts using 
cross-referencing to be identified.
It should be emphasised that this is not a systematic review; rather literature has been chosen 
depending on its relevancy to this review’s line of enquiry. Below are descriptions of three 
fruitful searches and the details of the material gained from these searches is also included.
Web Of Knowledge
The key terms entered: face perception, personality 
This yielded 290 publications ranging from 1968-2010 
Science Direct
The key terms entered: face perception personality
This yielded 36,229 publications of which the most relevant 100 were considered. Publications 
ranged from 1968-2010
Psyclnfo
The key terms entered: face*, Todorov
This yielded 40 publications ranging from 1959 -  2010
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Research Report 1
“She didn ’t know me from Adam and I  didn 7  know her from Eve. ”
An Interpretative Phenomenological Analysis of Lesbian, Gay, Bisexual and Queer Clients 
experience of finding a Therapist and Beginning Therapy.
Abstract
According to Liddle (1997) ‘we know very little about gay and lesbian clients’ 
utilisation of therapy’ (p.ll). The objective of this research was to explore sexual- 
minority clients’ subjective experience of finding a therapist and beginning therapy 
with them, capturing the complexity of this real life experience from the point of view 
of the sexual-minority client. Seven participants who identified themselves as 
belonging to a sexual-minority were interviewed about their experience of finding a 
therapist and starting therapy. Using Interpretative Phenomenological Analysis, this 
study aimed to explore the subjective meaning that participants used to understand 
their experience. Five superordinate themes were identified within the data and these 
themes are discussed with reference to the existing literature. In particular, it is 
suggested that the participants’ experience indicates the importance of working with 
an affirmative therapist, within an affirmative relationship. Implications and 
recommendations for therapy are considered and links with how counselling 
psychology’s therapeutic and theoretical aims and practice can fit with the main 
findings are drawn.
Keywords: therapy; gay; lesbian; bisexual; queer; sexual minority; sexuality; choice; 
affirmative therapist; respect; acceptance; training
Introduction
Research suggests that prospeetive clients employ a deeision-making process when engaging in 
therapy, with people seeking therapy often holding preferences for particular therapist 
eharaeteristics (e.g. Ang & Yeo, 2004) which influence their deeision-making process (Sehall, 
2005), as well as the therapeutic relationship (e.g. Watkins &Terrell (1988).
This study is interested in exploring sexual-minority clients’ experience of finding a therapist and 
beginning therapy with them. According to Liddle (1997) the process of choosing a therapist and 
beginning therapy when belonging to a sexual-minority is a complex and under-researched area. 
To illustrate this complexity, it has been suggested that unlike gender or ethnicity, therapists’
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and clients’ sexual orientation may not be ‘obvious’, with sexual minorities having the 
opportunity to pass as ‘straight’ (Perlman, 2003).
Sexual-minority clients, largely due to their marginalised status and negative societal attitudes, 
experience undue stress and high risk behaviours, along with high rates of mental health 
concerns (e.g. King et al, 2008; Meads et a l, 2009; Shaw et al, 2012). This has led 
researchers to suggest that it is perhaps not surprising that sexual minorities frequently use 
therapeutic services (e.g. Bradford et al 1994; Ford & Hendrick, 2003; Murphy et al 2002). 
However, Owens et a l (2007) write that ‘correlations between mental health indices (depression, 
anxiety, internalised homophobia) and medical mistrust suggest gay and lesbian individuals 
may avoid seeking therapy for these concerns because of negative expectations’ (p.97) 
highlighting sexual-minority individuals’ wariness when entering therapy (Eubanks-Carter et al 
2005).
More specifically, according to Eubanks-Carter et ah (2005) within a heterocentric society, 
Lesbian, Gay, Bisexual and Transgender (LGBT henceforth) individuals face a number of issues 
that are specifically associated with being LGBT, with research indicating that sexual-minority 
clients experience specific therapeutic challenges (e.g. Cochran, 2001). Although research 
indicates that LGBT individuals have positive therapeutic experiences (e.g. Morgan & Eliason, 
1992), other authors suggest that they have experienced dissatisfying and potentially harmful 
therapeutic services (Liddle, 1997). Garnets et a l (1991; replicated in UK by Milton, 1998) 
found LGB individuals to have been subjected to overtly negative statements and inappropriate 
services from psychologists. These eonflieting findings highlight a multifaceted area of research, 
something which Jones and Gabriel (1999) perhaps underscore when they write that ‘the 
relationship between gay men and lesbians and the mental health establishment is a long, 
complex and ambivalent one’ (p.209).
Choosing a therapist
Several studies claim that sexual-minority clients prefer sexual-minority therapists (e.g. Liddle, 
1997; McDermott et al. 1989) and consider a match between a client’s and the therapist’s sexual 
orientation beneficial (Liddle, 1996; Liljestrand et al. 1978), with the sexual-minority client 
viewing the therapist as more trustworthy and expert (Atkinson et al. 1981). Indeed, some 
authors advise sexual-minority individuals to purposively select sexual-minority therapists in 
order to limit potential harm (e.g. Isay, 1991). Other research however indicates that many 
sexual-minority clients do not believe that a therapist must be LGBT to be competent. For 
instance, Jones and Gabriel’s (1999) findings imply that, for LGB clients, working with a gay- 
affirmative therapist does not mean the therapist has to be LGB. Davies (1996) similarly argues
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that a therapist’s sexual orientation is a relatively unimportant factor when choosing a therapist, 
maintaining that it is the therapist’s ability to accept and empathise with sexual-minority clients 
that is fundamental. Linked with this, according to Liddle (1999), sexual-minority clients are 
more likely to pre-screen therapists to ensure they employ gay-affirmative practices. Liddle 
(1997) suggests that sexual-minority clients who pre-screened for gay-affirmative attitudes were 
more satisfied than those who did not. According to Davies (1996), a gay-affirmative therapist 
views a sexual-minority identity as being equally positive to a heterosexual identity and a 
sexual-minority individuals’ preference for LGB-affirmative therapists has been well- 
documented within the literature (e.g., Leobolt, 1999).
The current study
According to Liddle (1997), ‘we know very little about gay and lesbian clients’ utilisation of 
therapy’ (p .ll) and despite advances in research authors maintain gaps in the literature remain 
(Hieks & Milton, 2010). Existing research on how LGBT clients go about choosing a 
prospective therapist, their experiences of starting therapy and the therapeutic relationship, has 
mainly used a quantitative methodological base, with theory-driven variables (e.g. McDermott 
et al. 1989). This approach potentially reduces the richness in individuals’ subjective experience 
as, for instance, some studies merely asked participants to read/listen to and assess vignettes 
(Atkinson et al. 1981; Dorland & Fischer, 2001). In addition, not all participants had a real-life 
experience of finding a therapist (e.g. Burekell & Goldfiried, 2006). Consequently, 
understanding the clinical reality of this phenomenon fi*om the sexual-minority client’s 
perspective could therefore provide a unique source of information to add to the seemingly 
‘objective’ findings. This line of reasoning is further supported by Swift and Callahan (2010). 
They propose that the ‘client’s preferences have been identified as an essential part of evidence- 
based practice in psychology’ (p. 1217), with Bachelor (1995) maintaining that clients’ 
perceptions of the therapeutic relationship are a more consistent predictor of improvement 
compared to other evaluative perspectives. These studies therefore suggest that investigating 
sexual-minority individual’s subjective perception of the therapeutic alliance is a useful 
endeavour. An increasingly detailed understanding of this phenomenon could also serve to 
enrich current guidelines on working therapeutically with sexual minorities (e.g. Shaw et al. 
2012) and existing research on therapists’ views on good practice (Garnets et al. 1991; Milton, 
1998).
The objective of this research is to expand existing sexual-minority psychotherapeutic literature, 
to address the aforementioned gaps in this topic and to increase awareness and understanding of 
sexual-minority clients’ experience of therapy using a qualitative approach. This study aims to
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examine the subjective, lived experiences of how sexual-minority individuals understand the 
meaning they have given to their experience of finding a therapist and starting therapy, which is 
intrinsically interlinked with a consideration of their experience of the therapeutic relationship. 
This research attempts to investigate the following question:
What is the experience of sexual-minority clients’ when choosing a therapist and
entering therapy with their chosen therapist?
Method
Design
It was considered that the above-mentioned claims and questions are best suited to a qualitative 
methodology, which aims to provide a greater insight into the subtle psychological phenomena 
at work in the deeision-making process of each participant. More specifically, as this study 
aimed to explore the particulars of sexual-minority clients’ lived experience of therapy and the 
meanings this held for them, with the intention of avoiding oversimplifying this experience, an 
Interpretative Phenomenological Analysis (IPA henceforth) was considered the most 
appropriate method. IPA aims to capture an in-depth exploration of the psychological 
phenomena under-investigation and explore how people make sense of their personal and social 
worlds, engendering an identification of generalisable psychological phenomena whilst 
providing the participant with the freedom to elaborate on their views (Langdridge, 2004; Smith 
et al, 2009). Linked with this reasoning Smith et al (2009) also maintain that ‘IPA is 
particularly suited to researching sex and sexuality due to its sensitive nature and ability to 
capture the complexity inherent in sexuality’ (p. 143), further underscoring IPA’s applicability 
as it fits with the exploratory nature of this study.
IPA has a grounding in phenomenology, idiography and hermeneutics (Smith et al, 2009). IPA, 
allows for an in-depth exploration of participants unique subjective experience, thus 
representing the idiographic ‘spirit’ of IPA (Smith et al, 2009). While phenomenology aims to 
uncover meaning, hermeneutics role is to interpret this meaning (Smith et al, 2009). According 
to Smith et al (2009) IPA combines an empathie and questioning hermeneutics, emphasising a 
position of understanding. The researcher therefore adopted a primary position of trying to 
understand a sexual-minority clients’ experience of entering therapy from the point of view of 
the participant whilst maintaining a position of insight, which was anchored within the 
participants account. Consequentially, while IPA is concerned with the detailed examination of 
the individual’s lived experience, it also recognises the dynamic role of this two-stage 
interpretative process, where according to Smith et a l (2009) ‘without the phenomenology.
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there would be nothing to interpret; without the hermeneutics, the phenomenon would not been 
seen’ (p.37). Aeeording to Mair (1989, cited in McLeod, 2001), ‘detached objectivity...is an 
illusion when applied to research on human beings’ (p. 197). IPA acknowledges the presence of 
this double hermeneutic, where the individual’s meaning-making experience is understood in 
accordance with the researcher’s own position, including his/her preconceptions and expertise 
(Smith, 2007). The researcher reflected on her position and the potential influence this had on 
the data analysis, as this contribution is inevitable and acknowledged (Appendix A.).
Participants
Smith and Eatough (2007) suggest that a sample size between six and eight allows for an 
appropriate exploration of the similarities and differences among individuals. IPA studies tend 
to recruit participants in accordance with their ability to provide insight into the experience 
under study, thus allowing psychological variability within the group to be analysed. 
Consequently, participants were purposively sampled (Smith et al 2009). In order to access 
sexual-minority individuals who had had an experience of choosing their therapist, the 
researcher contacted sexual-minority organisations. Participants were required to identify as 
non-heterosexual adult participants, to have had a minimum of five therapy sessions and to have 
been in a position where they chose (rather than being assigned) a therapist. Participants could 
be male or female, from any ethnic background and present with a range of psychological 
difficulties. An sample of seven participants was recruited (Figure. 1.).
Figure. 1. Participant Demographics
Participant Sex Age Sexual
Identity
Therapy Experience
Rory M 30-35 Gay In existential therapy with a female therapist for 3.5 years. 
One previous therapy experience.
Kay F 45-50 Lesbian In therapy with a female psychosynthesis therapist for 1 year
Kim F 25-30 Queer In therapy with a female psychoanalytic therapist for 8 weeks. 
Previous group and individual therapy experiences.
Ben M 25-30 Bisexual Previously had therapy for 8 months with a female therapist.
Lucy F 30-35 Lesbian In psychodynamic therapy with a male therapist for 12 years.
Tom M 60-65 Gay In group therapy.
Previously had a number of individual therapy experiences.
Ann F 45-50 Lesbian Previously had a number of individual therapy experiences.
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The participants were e-mailed a study advertisement (Appendix D.), Interested individuals 
were sent an information sheet (Appendix E.). The advertisement and information sheet 
explained the nature of the study. The participants were informed that they would be asked 
questions in a recorded interview which they could expand upon and that all identifying details 
would be omitted from the report, maintaining confidentiality. The participants had the right to 
withdraw from the study or refuse to answer questions. During the interview, they were asked to 
re-read the information sheet and sign two consent forms (Appendix F.). Demographic details 
were identified during the interview.
Ethical Considerations
This study received favourable ethical approval by the Faculty of Arts and Human Sciences 
Ethics Committee, University of Surrey (Appendix B.). There is no deception involved in the 
research design. The participants were provided with information about the research prior to 
being interviewed (Appendix D.; Appendix E.). The researcher attempted to minimise risk by 
including a screening criteria in the information sheet, asking participants to think about their 
readiness to participate and alerting participants as to why they may not be presently suitable. 
Participation distress was considered minimal. This was monitored by the researcher and 
participants were provided with a debrief sheet following the interview with suggestions of 
relevant services if they felt they needed ftirther support (Appendix G.).
Interview Procedure
A confidential semi-struetured interview was constructed. IPA studies typically employ semi­
structured interviews (Langridge, 2007^) allowing participants to articulate their experience and 
change the direction of the interview as issues arise, whilst also letting the interviewer ask 
additional questions, thereby promoting richness in the data (Smith & Eatough, 2007).
Open-ended interview questions were constructed, based on Smith et a/.’s (2009) guidelines 
(Appendix C.). The questions were constructed with the aim of capturing sexual minorities’ 
experience of entering and beginning therapy, along with their experience of the therapeutic 
relationship as therapy developed. The interview began with general rapport-building questions. 
The participants were then asked to specifically describe their experience of finding a therapist 
and of therapy itself. The participants were encouraged to reflect on the potential processes and 
relationship that developed with their therapist, with the aim of gaining a more detailed 
description, promoting personal meaning communication. Prompts and follow-up questions 
were asked, as determined by the participants’ responses.
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Interviews were carried out in convenient surroundings as proposed by the participants. 
Interview settings included participants’ homes, cafés or work. Due to distance, one interview 
was carried out via telephone and another via Skype. Interviews were audio-recorded and 
transcribed verbatim.
Analytical Procedure
IPA was employed to make sense of the participants’ lived experiences through gathering data 
which generated themes. The transcripts were analysed following Smith et a l (2009) 
recommendations. Data analysis was carried out in stages and it is important to note that the 
researcher continuously referred to the transcripts to ensure that the participants’ original 
meaning had not been distorted. The researcher initially transcribed and re-read each transcript, 
becoming familiar with the data and noting anything significant in the form of exploratory, 
reflective comments on the transcript’s left-hand margin, allowing the participant to be the focus 
of the analysis. The researcher then went through the transcript again, forming ideas (by using 
their interpretative skills, allowing the researcher to take a more central role) into more specific 
themes on the right-hand margin, allowing themes to gradually emerge (Smith & Eatough, 
2007).
When this process had been repeated for all participants (allowing for an increased idiographic 
understanding), the researcher reviewed the themes that had arisen in each interview. The aim of 
this stage was to discern the predominant themes within the participants’ experiences. Key 
emerging sub-themes were clustered together in an attempt to identify specific patterns. 
Superordinate themes were then created; these endeavoured to fit together and reflect the shared 
aspects of the participants’ experiences of finding their therapist and engaging in therapy, as 
reflected in the emergent sub-themes (Smith & Eatough, 2007). Representative quotes were 
gathered and the results section was written, whereby themes were further refined.
Evaluation Criteria
The quality of the research can be evaluated using Yardley’s (2000) criteria. The study aims to 
be ‘sensitive to context’ in engaging with the data. The researcher became familiar with existing 
relevant literature. The researcher gained themes from an analytical process that stringently 
followed the IPA method, thus showing ‘commitment and rigour’. Themes and interpretations 
were based on and constructed from participants’ quotes and a large amount of raw data and a 
clear account of the analytical process followed is included, encouraging the reader to evaluate 
the applicability of the themes to the phenomena captured in the raw data (Appendix J.). A 
paper trail of the analytical procedure has been kept, further enhancing ‘transparency’ (Smith et
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al. 2009; see Appendix L). The researcher also invited her supervisor to evaluate the 
applieability of the themes (Fereday & Muir-Cochrane, 2006).
Analysis
Five superordinate themes were identified (See Appendix H.)
• “Narrowing it down”.
• “Will I be accepted?”
• What the therapist “brings” to the relationship.
• “It’s like a professional relationship”: The Intricacies of the therapist-client relationship.
• “You have to feel safe”.
The themes aim to provide a detailed, descriptive account of the experiences of LGBQ (Queer, 
henceforth) individuals. Particularly related sub-themes will be explored within one 
superordinate theme due to space constraints. However, all themes will be outlined to provide 
an overview of the analytic outcome. Quotes have been edited to enhance readability.
“Narrowing it down”
This superordinate theme refers to the reasoning employed by all the participants when 
determining their choice of therapist. The participants constructed requirements, largely based 
on their own needs and initially sought to discover whether the prospective therapist could meet 
these needs, thus forming a decision-making process. This resulted in a ‘narrowing down’ 
process specific to each participant, based on their given priorities but also with convergent 
elements.
“Should be good”. When beginning their search for a therapist, all participants used a form of 
‘screening’ whereby they shared their decision-making process with an external and seemingly 
‘reliable’ source. Several participants, such as Kay, relied on personal recommendations, 
“chosen because my friends had recommended and spoke highly o f her, for me that sounded 
OK”. Others, like Rory, similarly used organisations or lists of qualified therapists: “How do 
you choose these people out o f a whole list ofpeople? At least in an organisation there was an 
assumption that they would be [pause] OK to try...” Recommendations allowed participants to 
place their trust in, and share the responsibility for, this decision-making process with another.
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thereby enabling the participants’ to feel more reassured: “I  felt fairly confident in her 
judgement that this person would be someone who I  would be OK with, yeah, so that was... 
yeah, it was quite reassuring” (Kay). The participants also judged and deduced the therapists’ 
reputability based on their “qualifications and experience” (Tom). These had a conditional 
nature, which aided this screening process, as Rory reflected, “I  don’t think I  would ever have 
gone with someone without qualifications”. These assessment processes typically served to 
offset the participants’ fears and ensure that an agreeable experience transpired, as Arm explains, 
“I  have been quite careful about finding them, using personal recommendations and research. I  
have in the past just gone with things and I  haven’t been that satisfied... ”
“The one in the most convenient location”. For some participants, distance was used to 
narrow their choice. Lucy “wentfor the one that was the most convenient location” while Tom 
used distance to decide between potential therapists: “Convenient to get to, it was nearer to me 
than... ”
“Someone not too expensive”. The cost of therapy presented a eoneem for some. For instance, 
Rory reported feeling a “bit anxious about the money” and so had in mind “someone that was 
not too expensive ”.
“Approach appealed to me”. Some participants had a sense of what psychotherapeutic model 
they were looking for when approaching therapy; aeeording to Rory “existential therapy, it 
appealed to me in terms o f meaning”. Other participants also reported what type of approach 
they would avoid, “someone who didn’t do the behavioural side o f things that was more 
psychoanalysis” (Kim), further narrowing their choice. In a similar vein, the therapeutic 
approach provided the participants with a source of information about the therapist and therapy. 
Unlike Kim, Kay “wouldn ’t be drawn to the analytic people... as warmth, all o f that matters ”.
In sum, having identified a therapist (or shortlisted one) from recommendations or websites, the 
participants further narrowed their choice through an elimination-type process based on self- 
created criteria. The next step involved making contact.
“Test them out”. All participants put their potential therapists through an initial ‘test’. For Tom, 
this test was related to a more general quest: “What is he offering? How do I  fit into what he is 
offering?” For most, this test was related to their sexuality: “I  am gay; does that matter?” 
(Rory). The majority of the participants, like Rory, directly and almost with a sense of urgency, 
confronted their therapist with their sexuality. However, for others this sexuality ‘test’ was more
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covert, as Luey explained: “I  just wanted to test out a bit...I said my girlfriend was taking me 
out... I  did wonder at the time i f  he knew ‘girlfriend’ as in ‘partner’...but yeah, I  threw it in at 
the end to see how it landed”.
The participants would only engage with the prospective therapist and therapy once they 
considered the therapist to have passed their test, as Kim reflected, she is only “free to talk 
about all these other things ...because she passed the basic test”, highlighting its importance. 
For the participants, the therapist’s perceived reaction was imperative to ‘passing’, as 
demonstrated by Lucy: “I  had a positive... umm... reception from him”. This initial testing is 
presented as a pivotal moment in the participants’ engagement with the therapist (typically in 
the removing of ‘prospective’). Rory alluded to what would have happened if the therapist had 
not passed: “I  knew I  wouldn’t be going any further with this i f  there was a bad reaction ”.
“Making my decision based on the feeling...” Most participants reported placing a central 
importance on their feelings during the deeision-making process: “You get a feeling o f who is 
going to be a bad therapist” (Kim). This feeling, the related perception and resultant decision 
was experienced by Kay as a somewhat instant sensation, “I  suddenly felt: This is fine ”. These 
reported feelings could be considered as the final hurdle in the participants’ narrowing-down 
process since, based on these feelings, they would increasingly end their search. Ann highlights 
this pivotal connection between her feelings and engagement in therapy, resulting in her ceasing 
her search, “/  was happy, so I  didn’t look around”.
“Will I be accepted?”
For all the participants’, being accepted by their therapist was a fundamental theme. Here it is 
important to note the multifaceted experience of acceptance. Ben noted that his “issues were not 
with my sexuality... ” Like Ben’s, other participants’ quest for acceptance was related to a more 
general acceptance of the self. In contrast, for several others, like Kim, acceptance was 
particularly related to sexuality, which was frequently linked with their ‘presenting concern’, 
especially initially: “I  wanted to talk about my relationship. I  knew it had to be someone that 
would not bring any prejudices to the discussion o f the relationship”. Kim’s extract suggests it 
was important that the therapist accepted the participants’ non-heterosexual self, particularly 
when it was a part of their presenting ‘problem’. Linked with this is the idea that all participants 
considered their sexuality to be a part of the self, “yes, just one part o f it, like everything else ” 
(Kay) and consequently for all, this non-heterosexual part was ultimately embedded within a
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more general sense of aceeptance of the whole self: “knowing that you can express all those 
different parts and still be, be a whole person” (Lucy).
“Worried about being judged”. All the partieipants approached therapy with a sense of 
trepidation, fearing they would be judged negatively, “afraid I  couldn’t say anything for fear I  
might be judged” (Ben). More specifically, for most, this related to a fear that the therapist 
would not respect their sexuality, “I  didn’t want to say I  am a gay man and then get a lecture on 
the evils o f gay sexuality” (Tom). This fear was typically based on previous negative 
judgements that the participants had personally experienced or perceived the wider culture to 
hold, forming a fearful expectation that others would react similarly, as Ann highlights, “I  have 
experience ofpeople saying they are OK with it but when it gets down to it, they are really not”. 
This fearful hurdle was something that most wanted to tackle and resolve early on. Rory 
announced in the first session, “I  am gay; Is that OK? ” Each participant waited to see if any 
form of negative judgement ensued. According to Kay, “the worst thing is that I  would be met 
with shock”. Indeed, the partieipants were highly vigilant for any sign of the therapist’s non- 
aeceptance, “I t ’s the tone o f someone’s voice when you first bring up the gender o f your partner’ 
(Kim). When this did not occur and the therapist responded in an accepting, non-judgemental 
manner, the participants felt relieved and subsequently reassured about their choice: “it 
wouldn’t have worked i f  my therapist hadn’t been, like, totally non-prejudiced” (Kim).
“Being affirmed and not judged”. The participants experienced the therapist’s affirmation as an 
almost unconditional acceptance of the self, which Lucy described as “feeling that I  can be 
accepted, you know... whatever I  am feeling or thinking”. More specifically, some experienced 
this sense of acceptance in relation to their sexuality: “the moment it was a non-issue (sexual 
orientation), the thing was you kind of... can just move on” (Kim). Linked with this acceptance 
is the fact that the therapist’s affirmation signalled a change in the participants’ way of relating 
to the therapist, as highlighted by Ben, “once I  realised there wasn’t... she wasn’t forming an 
opinion or judgement, then I  could go right ahead and say whatever... ” All the partieipants 
emphasised, like Kim and Ben, how great an effect the hurdle-like obstacle of being accepted 
can potentially have on the therapeutic process.
What the therapist “brings” to the relationship
This superordinate theme contains important experiences and perceptions that the participants 
had of their therapists. These mainly centred on a conceptualisation of the self as being central 
to the therapeutic process, as encouraged by the therapists; interest, experience, warmth and
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respect. The participants’ experience of these typically fostered and strengthened the therapeutic 
relationship.
“Not yawning or looking out the window”. The partieipants discussed the importance of having 
a therapist who listened, understood and was sincerely interested in what they were saying in 
aiding their engagement. Kim observed that her therapist “was interested in unpicking what 
people said and how they reacted”. The participants also deduced the therapist’s genuine 
interest from their willingness to listen, “...feel that you are being listened to, that... you know, 
they are not yawning or looking out the window” (Tom). The therapist’s ability to listen and 
provide insight aided the participants’ sense of being understood and accepted: “she just 
listened and carried on” (Tom). This extract highlights the almost unconditional sense of 
acceptance that being listened to gave the partieipants. Being heard by an interested therapist 
also provided the partieipants with a multitude of feeling states and thoughts which engendered 
good feelings, increased their self-worth and provided them with a sense of being important, “I  
felt when she was responding to me... she was kind of treating me as an intelligent individual 
who could understand what I  was saying, which is kind o f important” (Kim).
“She is a very experienced therapist”. The perception of the therapist as experienced was 
important for participants, both initially -  “I  needed qualifications and experience” (Tom) -  
and during therapy: “She has a lot o f experience in her own personal stuff” (Kay). This 
conditional quality is perhaps linked to the meaning that experience and qualifications provided. 
The perception of experience allowed the partieipants to feel reassured, “that was a concern but 
I  know she is trained as a therapist” (Kay). What also transpired was that, for some, it was 
beneficial that their therapist disclosed having experience with sexual minorities, “he has some 
involvement with a gay man’s health group which was good...it doesn’t necessarily mean he will 
understand gay women’s issues but it suggested he was positive about LGBT” (Luey). Lucy 
implies that the perception of a therapist having LGBT experience implicitly indicates to clients 
that the therapist will accept their non-heterosexual self.
“Didn’tpretend to be a blank screen”. The participants inferred a realness and humanness in 
their therapist, “she’s very human, that’s good” (Kay). For most, this was an important 
perception with regard to facilitating the participants’ engagement. Rory explains “if  she had o f 
been cold and detached... umm... perhaps I  would have been very hesitant about coming back”. 
The participants determined the therapist’s humanness via a number of cues. For some, warmth 
was an indicator -  “a very warm person” (Kay) -  whereas for others it was the therapist’s 
ability to be open -  “didn’t pretend not to have a personality or who she was... the fact that she 
had a sense o f humour” (Kim) -  or disclose information, “he told me he had involvement in a
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gay man’s health group....I felt pleased he had mentioned that (Lucy). These extracts suggest 
that, although the partieipants deduced a sense of genuineness from several indicators, the 
detection of the therapist’s humanness is a common meaning making process.
“Respecting my view about what is important”. Several participants discussed the importance 
of the therapist not exerting his/her own agenda, as explained by Ben “w/Y/z the greatest respect 
to her, it is my counselling session and so it should be my agenda... ”. This extract suggests that 
the perception of a therapist with an agenda, conjures up a fear of someone holding a position of 
power and control over the participant. Consequently, they felt encouraged by the therapist’s 
non-direetedness which, as Ann highlights, fostered a sense of autonomy -  “someone who 
would engage with the issue that you want to engage with rather than coming with an agenda, 
based on assumptions ” -  and respect: “my therapist respects me as a person ...” (Kim).
“Wouldn’t have worked i f  she had o f not been... like... totally non-prejudiced”. For all, the 
therapists’ lack of judgement was an important experience - “are they non-judgemental first and 
foremost” (Tom) -  which carried a decisive factor in engagement, as Kim highlights: 
“...wouldn’t have worked i f  she had o f not been... like... totally non-prejudiced”. The 
significance of this theme has been further discussed within the superordinate theme, “Will I  be 
accepted? ”
“She was supportive”. All the participants experienced their therapist as supportive, “she would 
appear to be on my side...which was helpful, which was reassuring... ” (Ben). Ben suggests that 
experiencing your therapist as supportive provided the participants with a sense of being with 
someone whom they felt protected and assured by. Interestingly, the participants used images of 
a united client-therapist ‘team’ when describing their therapist as supportive to highlight its 
centrality. Rory explained “she used the phrase... she was there, sort of... ‘championing’ me, 
‘championing’ my being”.
“It’s like a professional relationship.” The Intricacies of the Client-Therapist Relationship
This superordinate theme refers to the integral nature of the client-therapist relationship, 
particularly with regard to the role, as well as the function, that it plays in participant’s 
engagement in therapy. This theme incorporates the complexity inherent in developing this 
relationship, along with the experiences it affords.
“Feels like it fits”. This subtheme typically refers to the beginning stages of the therapeutic 
relationship. Most partieipants described and demarked this stage as having a somewhat
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indefinable but important, feeling. Kay captures this clarification difficulty when she says, 
“...can’t put your finger on what makes you feel comfortable”. This phenomenon was echoed 
by others, “Yeah... (pause) I  guess (pause) it was a connection” (Ann). Aim’s pauses and 
deliberation further suggest the intangible nature of this coimeetion.
“Without trust you couldn’t work with them”. Tom approached therapy with the question “can 
you trust this person? ” and found that “trust builds up. ” This sentiment was shared by others, 
Ben experienced trust as developing “very quickly”; for Lucy it “takes a while to build up the 
trust”; however, for Rory there is still a struggle: “can’t just go there, spill everything and trust 
her completely”. These extracts suggest that although the development and perception of trust is 
of key importance for all, trust is experienced as a multifaceted phenomenon. It is also 
interesting to note the fi'cquent use of the word “build”, indicating a conceptualisation of trust 
as gradually developing, a developmental process that was experienced as synonymous to the 
participants’ engagement. A process that Kay clearly articulates, “you need to trust the person 
that you are seeing... it’s setting up a trust really”. According to Rory, the foundations of trust 
are built upon, and become sturdier, as the relationship develops, “the relationship has gotten... 
umm... definitely a lot stronger, a lot more trusting”.
Experiencing the therapeutic relationship as trusting typically allowed the participants to feel 
secure enough to open up, “once the trust is formed, which took no time at all, it really didn’t. 
Then, you know, I  was comfortable enough to discuss whatever... ” (Ben). Moreover, for most, 
including Rory, trust was closely linked to talking about their sexuality: “trust was important, 
especially around issues o f sexuality”. This suggests that disclosing and talking about one’s 
sexuality places clients in a potentially vulnerable position which is perhaps thwarted by the 
presence of a trusting relationship.
“I t ’s like peeling away layers o f an onion”. All the participants embarked on a process of 
‘opening up’, which they found difficult at first. Ben recalls “initially I  was perhaps guarded in 
what I  said”. As therapy progressed, all the participants increased their self-disclosure and “very 
gradually opened up a bit” (Kay). Although most noted that they were eventually “able to let 
go enough to be able to go into ‘those’places” (Kay), for some this process was still a struggle 
as Rory highlights, “still censoring my path. ” For the participants, opening up is experienced as 
a process of revealing the self, “I  have kind of... been able to let her see various loads o f 
different aspects o f me ” (Kay). The participants commonly linked this process of opening up 
and self-revelation to the developing therapeutic relationship, “I  feel we have built a rapport, 
but I  think more than that, the ease o f talking to each other... and not feeling like I  need to put 
on any sort o f face, be any sort o f person ” (Kim).
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“I t ’s me and my therapist”. All the participants experienced a sense of ‘togetherness’ with their 
therapist. Although they discussed this phenomenon using different adjectives, it could 
generally be determined by their repeated use of “me and... ” “together” “we”. For some, the 
therapist took on the role of a guardian on their journey: “I t ’s me and my therapist against me” 
(Kim). This togetherness was described as being similar to a journey with a close companion 
“he explored things with me” (Kay). Kay went on to portray her therapist as someone you can 
depend on and feel safe enough to explore with “the idea o f a rock...you kind o f jump into the 
ocean and paddle about a bit...explore things and then you have this person who you can kind 
of... paddle back to and climb on the rock”, denoting her therapist and the therapeutic 
relationship as an integral part of the process.
“Very key relationship”. All the participants frequently discussed the importance of the 
therapeutic relationship: “very, very, key relationship” (Kay). They conceptualised this in 
several ways. For some, it was experienced as a significant relationship in their life. Rory 
highlighted this importance as when he had thought about ending the relationship, it was 
experienced in a manner akin to ending a relationship with a lover: “that feeling when you 
break up with someone and you can’t get your mind off it and it feels awful. ” Other participants 
faced a similar struggle and confusion when attempting to contextualise the importance of the 
relationship: “/  know it’s just a client-therapist relationship but...” (Kay). Participants 
recognised the uniqueness of this relationship, which for Ben was separate from other 
relationships, “I  discuss things with her that I  probably wouldn’t have discussed with friends or 
family. ” Ben indicates that the therapeutic relationship offers the participants something that 
cannot be gained from existing or other types of relationships.
“You have to feel safe”
This last superordinate theme focuses on safety and the processes through which the participants 
made themselves “safe” during the process of finding their therapist and beginning therapy. 
This process was closely linked to a reduction of risk and, although interconnected with several 
superordinate themes/subthemes, it emerged as a superordinate theme due to its complex yet 
fundamental nature, an interrelatedness that Tom highlights “safety is an important issue but it 
permeates the other, the trust and credibility ”.
“In therapy you are putting yourself in a vulnerable position”. When entering therapy, all the 
participants recalled experiencing a fear about what might transpire. Some discussed this fear in 
relation to an ‘unknown’ situation, “you could be entering into an exploitative situation ” (Ann). 
The partieipants experienced therapy itself as being a vulnerable, exposing process, “...bare
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your soul to them about issues” (Kay). Furthermore, several participants also referred to an 
inherent wariness that they experienced in relation to their sexuality, which Lucy explains, 
“safety is an issue....y  ou are still aware that you are a minority in society...there is a lot o f 
prejudice and discrimination and ignorance and inequality there and that’s just... yeah, 
something that you have to deal with...that’s what I  mean by kind o f wanting to feel safe to just 
be, be (pause) yourself. ” Lucy indicates a link between vulnerability, safety and sexuality. The 
remaining subthemes are perhaps a response to these vulnerability fears, where the participants 
attempt to construct a sense of safety to protect the self from possible danger.
“Safety is important”. Most participants highlighted safety as being of key importance, “in 
some ways the safety is first...you have to feel safe” (Tom). Safety plays a strong role in the 
participants’ engagement, “I  feel safe enough with this person to let go” (Kay). Partieipants 
discussed how a therapist can aid a sense of safety. For Lucy, safety is linked to a therapist who 
“makes me feel understood and safe”. As therapy progressed and the participants allayed their 
fears, they viewed their therapist as “being that safe place” (Kay). In Kay’s analogy of the 
therapist as her rock, we can see the development of the therapeutic relationship and the 
interrelatedness of exploration with safety, “...have this person who you can kind of... paddle 
back to and climb on the rock,” something other participants similarly alluded to. Safety is also 
experienced as being closely related to other therapeutic alliance developments, “safety is an 
important issue but it permeates the other, the trust and credibility” (Tom). Furthermore, some 
participants referred to a feeling of safety being gained from the therapeutic boundaries, as did 
Ben, “safety is whatever is said in the room is confidential,” possibly signalling the provision of 
an external sense of safety for participants within the therapeutic relationship.
“I  have the choice...” Being able to choose one’s therapist was important for several 
participants. Kim maintained that it “would have been a barrier for me seeking therapy i f  I  
hadn’t known that I  had a choice. ” Moreover, having this sense of choice typically provided the 
participants with a sense of control over the situation, “Ifyou don’t get on or i f  you don’t like it, 
don’t go back...get out if  you don’t feel safe” (Tom). In relation to this, and possibly alluding to 
the importance of choice, Kim spoke about a lack of choice and its consequences when she 
reported a friend’s negative experience, “because I  am going privately I  have a lot more 
freedom to choose... a friend o f mine is having therapy... getting it through the NHS and i t ’s 
really, really bad and it’s just dire...so having this stark contrast in mind. ” These extracts imply 
a possible formulation between having a sense of choice, a sense of control over one’s situation 
and increasing feelings of safety.
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How participants ensured “they were reputable”. Almost all participants referred to their 
therapist as “professional”. It seems that if the therapist is perceived as “professionaF, then an 
assumption is derived, “professionalism, I  guess it reassures you somewhat that you are going 
to deal with someone qualified, knowledgeable, experienced, reliable, safe and trustworthy” 
(Ben). Ben indicates that the partieipants perhaps conceptualised professionalism as a way of 
safeguarding their vulnerable self. In a similar vein, they used recommendations from reputable 
sources, such as friends, websites or lists of qualified therapists “better, safer feelings being 
part o f an organisation ” which Rory conceptualised as serving to increase a sense of safety.
Discussion
Pre-screening and its link with “making myself safe”
The participants’ search for an affirmative therapist had a conditional nature with regard to 
engagement where participants engaged in a process of “narrowing down ” and only from there 
did they proceed to establish a therapeutic relationship. All the participants employed a number 
of rational deeision-making processes (similar to Bernstein’s (2000) ‘lavender’ referral network) 
when choosing their therapist, with the aim of increasingly ensuring that the ‘self was protected 
and the ‘other’ was not dangerous. These practices were anchored within each individual’s 
requirements and were based on what they thought their choices would bring about. It is 
suggested that the employment of these meaning making “tests” by all participants, also 
allowed them to retain a position of power, and thus safety, undermining their inherent wariness, 
a process that has been similarly suggested in the literature (e.g. Bernstein, 2000; Eubanks- 
Carter et al. 2005; Liddle, 1999). Going beyond the surface level of their experience it is 
suggested that the participants’ experience of being from a sexual-minority group holds an 
almost inherent position of threat, fostering the perception of an environment that lacks safety 
unless proven not to and a resulting need to protect the self from any potential harm. Moreover, 
the analysis suggests that the participants’ emphasis on managing this deeision-making process 
and having a sense of choice and perhaps on-going control over their situation and the therapist 
ensured a sense of safety, aiding their positive experience.
It is interesting to note that the majority of participants ‘tested’ the therapists’ acceptance (at 
times somewhat urgently) by disclosing their sexuality and waiting to see if a negative 
judgement would follow, contrasting with MacEwan’s (1994) suggestion that gay men avoid 
disclosing their sexuality. Connected to this, Owens et al. (2007) assert that it is unclear 
whether LGB individuals, ‘first choose to seek therapy and then try to find an affirmative 
provider, or first try to find an affirmative provider before deciding to seek therapy’ (p.97). The 
analysis suggests that the participants first sought therapy and then an affirmative therapist and
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it is also important to note that it was only from their experience of an affirmative therapist, 
diseemed by their testing, that the participants’ actually engaged in therapy, further illustrating 
participants’ safety making practices, as well as the importance of research in enriching 
previous/existing claims. For instance, these processes augment Jones and Gabriel (1999) claim 
that although LGB clients report more positive therapeutic experiences, this may be because 
they are increasingly selective, seeing only gay-affirmative therapists.
Facilitating an affirmative experience
Partieipants engaged in therapy with therapists they considered to understand the gay experience, 
had LGBQ-affirming behaviours and competent therapeutic skills, corresponding with Davies’ 
(1996) and Leobolts’ (1999) description of a gay-affirmative therapist. The participants strongly 
linked their positive experience of therapy with the affirmative stance of their therapist which, 
typically gave rise to feelings of validation and self-esteem, complementing Milton and Coyle’s 
(2003) research.
Although all the participants “tested” their prospective therapist, this was not always an overt 
test for a gqy-affirmative therapist. An interesting relationship is observed between presenting 
‘problem’ and gay-affirmative characteristics. If sexuality was a prominent part of the reason 
why the participant sought therapy, they typically tested whether the therapist was gay- 
affirmative without delay. The participants seemed to fall on a spectrum between overtly testing 
initially for an acceptance of their sexuality while others utilised a more global acceptance test, 
‘testing’ whether their therapist would be accepting and affirmative of them as a whole, where 
a gay-affirmative attitude was simultaneously deduced. Therefore, although an affirming 
approach was beneficial for all, a gay-affirming positioning perhaps adopts a more necessary 
role if the presenting problem is related to sexuality, corresponding with current literature (e.g. 
Burkell & Goldfiried, 2006)
A debate exists around therapists’ disclosure of their own sexual orientation, with findings 
being varied (see Shaw et al. 2012); this analysis indicates that the therapist’s own sexual 
orientation was not an imperative factor for the participants, even when sexuality was a salient 
feature within the therapy, perhaps emphasising the importance ofi other factors. This contrasts 
with Burkell and Goldfiried (2006), who suggest that when sexuality is prominent, sexual- 
minority individuals consider non-heterosexual therapists as beneficial. The analysis therefore 
suggests that a strong, collaborative and affirmative therapeutic relationship potentially offsets 
the need for a sexual-minority therapist. It can therefore be hypothesised that a sexual-minority 
individual’s lived experience is more multifaceted than that reported in more ‘controlled’ studies 
(e.g. Dorland & Fischer, 2001), where the experience of an actual therapeutic alliance and the
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characteristics that develop within this -  namely; trustworthiness, togetherness and acceptance -  
are not wholly captured but were evidenced in the analysis as central to engagement. For 
instance, the intangible nature of “making my decision based on the feeling”, which is 
intrinsically linked with the therapeutic relationship, indicates the presence of phenomena that 
are perhaps not adequately ‘captured’ in hypothetical scenario-type studies where a real 
relationship does not exist (e.g. Atkinson et al. 1981; Burkell & Goldfried, 2006).
The analysis indicates that a fine line exists between over- or under-emphasising sexuality, 
either of which would be unfavourable (e.g. Leobolt, 1999; Milton, 1998). Hicks (2010) asserts 
that counselling psychologists are advantageously positioned to navigate these tensions and 
work within a gay-affirmative stance, as they validate the ‘range of ways people can experience 
and understand their sexuality without pathologising those that don’t conform to the norms’ 
(p.244), something the participants highlighted as essential (Langridge, 2007^). Moreover, the 
participants emphasised their sexuality as being one part of the self, where their therapist 
worked in ways that integrated rather than segregated their sexuality, highlighting a complex 
interrelation between self-identities. These central experiences can be further linked with the 
ethos of counselling psychology, which encourages therapists to be aware of this fluidity and 
pluralistic notion of identity, where meaning is constructed with clients and attention is placed 
on diversity and difference (Hicks, 2010).
Trust
The analysis demonstrates that trust holds a gate-way type function with regards to engagement 
perhaps linking with LaFramboise and Dixon’s (1981) assertion that minority individuals 
initially delay trustworthy attributions until therapists prove their trustworthiness and Clark’s 
(1987) assertion that ‘the lesbian/gay person will not truly accept help until a bond of trust has 
developed’ (p.221). Milton and Coyle (2003) possibly provide an insight for this expectation 
when they warn that ‘although social attitudes to homosexuality have become more positive and 
accepting in recent years, it is important not to generalise the extent to which negative attitudes 
have diminished’ (p.484). However, the analysis also suggests that trust is one facet of an 
overarching theme; that of the therapeutic relationship. The analysis highlights the presence of a 
complex, lived experience, where the participants linked acceptance, safety, respect, support, 
dependability, warmth and trust to therapeutic relationship development, underscoring the 
integral and multifaceted nature of trust, respect and openness within an affirmative therapeutic 
relationship and this relationship’s central function within a situation or environment that is 
considered to be potentially threatening.
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Clinical implications
Phillips (2000) maintains that misinformed clinical practices with sexual-minority clients are 
common, despite growing literature on this topic. Research suggests that therapists feel cautious 
when working with sexual-minority individuals (e.g. Doherty & Simmons, 1996; Morrow, 2000) 
with some relating this to their training courses (e.g. Mohr, 2002; Murphy et al 2002; Phillips 
& Fischer, 1998). According to Perlman, ‘it is our experience of the way the world views us that 
makes us different from people whose sexuality is taken for granted; this must be attended to by 
therapists’ (p.58). Related to this assertion is the need for therapists to be aware of and reflect on 
their own sexuality, assumptions, language and values, as well as societal prejudices, in order to 
facilitate an affirmative position. Particularly as the participants discussed an astute aptness and 
readiness to detect anti-affirmative ‘signs’ consequently placing a level of responsibility and 
accountability on the therapist and further emphasising the importance of the therapists’ need to 
engage in continuing professional development and self-reflection (e.g. see, BPS guidelines, 
Butler, 2009; Davies, 1996; Shaw et al. 2012). This call is consistent with the philosophy of 
counselling psychology, which promotes the position of a scientist and practitioner, advocating 
the need for therapists to develop their training and look at their attitudes and prejudices around 
sexuality and sex (Milton, 1998; Shaw et al, 2012).
Although the participants’ perceived “qualifications and experience” as important, especially 
initially, the therapists’ openness, respect and ability to embark on a collaborative journey were 
equally paramount and remained so as therapy progressed. Although this echoes Davies’ (1996) 
assertions of advantageous qualities in gay-affirmative therapists and the need to ‘augment 
one’s basic skills with some additional knowledge’ (Burkell & Goldfried, 2006, p.45) the 
analysis perhaps places more of an emphasis on the Rogerian skills and the centrality of the 
therapeutic relationship than some authors (e.g. Burkell & Goldfried, 2006) suggest. However, 
it is possible that the importance of these skills only transpires once the therapist has ‘proven’ 
their understanding of the issues faced by sexual minorities. These findings also imply that 
significant alterations to therapists’ existing ways of working are not necessary; what is 
beneficial is that therapists consider the individual’s context including (but not excluding) that 
of being from a sexual-minority (which is what the participants principally tested for) allowing 
the therapists to ‘create a connection without obliterating difference’ (Bernstein, 2000, p.443).
Limitations and Future studies
This study explored the experience of a particular group of LGBQ partieipants. The study was 
reliant on the participant’s ability to remember details of their therapeutic encounters and 
relationships. A variation in the length of time since participant’s experience of termination and
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number of therapy sessions they had attended or were currently attending existed, perhaps 
shaping participants accounts and experience of prematurely terminating therapy (e.g. Hardt & 
Rutler, 2004). Moreover, as the participants were able to afford therapy it is possible that they 
represented a particular socio-economic group. This study is dependent on each individual’s 
self-reporting as LGBQ, potentially catering for a particular participant type: one more secure in 
his/her identity. These variations possibly influence experience where, although the participants 
discussed a variety of experiences, other experiences have potentially not transpired. However 
one could say this is not the aim of this methodology and consequentially the value of these 
accounts should not be underestimated, especially as the findings are broadly consistent with 
current literature, and should be considered suggestive.
Although the researcher was unable to recruit transgender participants, their inclusion is an 
important area of further research (Carroll & Gilroy, 2002). Linked with this Fassinger et al 
(2007) strongly suggest that there are particular experiences that differentiate the five sexual- 
minority groups in important ways, highlighting further areas of research. Liddle (1996) found, 
when sexual-minority clients experienced their therapist as ‘inappropriate’, they were five times 
more likely to terminate after one session. It is interesting to note that, possibly due to the nature 
of this research, no participants talked at length about negative therapeutic experiences, 
signalling a further area of research.
Conclusion
‘BPS believes people of all genders and identities should be regarded as equal members of 
society’ (Moon et a l 2012, p.l). By providing a voice to sexual-minority clients, this study 
enriches current research on sexual minorities’ experience of therapy and reveals clearly 
identifiable and affirming experiences. The therapeutic profession has been encouraged to 
develop and then communicate a proactive, non-pathologising, holistic view of sexuality, 
presenting training and supervision implications.
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Appendix A. Reflections on the use of self
This study aimed to explore the subjective meaning that participants used to understand their 
experience. IPA acknowledges that the researcher’s experience, beliefs and perceptions interact 
with the participants’ own experiences during the research process. The researcher’s position, 
particularly as a heterosexual researcher, will consequently be explored.
Why this topic?
I have had a longstanding interest in the topic of first impressions, what can be gained from 
them and how initial impressions influence interactions. When I think about why I am drawn to 
this phenomenon, memories and feelings of being a somewhat insecure teenager, who would 
watch the dynamics and happenings between people, comes to mind. This teenage part is still 
present and perhaps it was she who was interested in what I would uncover, her fantasy being 
that I would ‘find’ the formula for acceptance, consequently counteracting that part of me and 
the times when I was not accepted (not ‘chosen’).
Incorporated with this is the fact that, through personal therapy, I have been able to increasingly 
realise my tendency to mould myself into what is needed and wanted from others. This 
tendency has perhaps driven my curiosity in exploring this topic, hoping that I will understand 
what makes the ‘perfect’ therapist and ‘woo’ my clients into engaging with me in therapy which 
would thus signal an acceptance both by clients and the profession more generally. This 
research has made me increasingly aware of this inclination, something which I have begun to 
explore in personal therapy. I have also come to realise how this urge to ‘be liked’ and accepted 
limits my ability to connect with clients.
Clinically I have worked with several clients who have identified themselves as belonging to a 
sexual-minority group. In particular, I had one longer-term client who identified as a lesbian, 
having previously been in a heterosexual marriage. Questions around my own practice and 
processes with this client threw up potential reservations with regard to difference and diversity, 
particularly with sexual minorities. This client was seen in my psychodynamic year and 
therefore, the main focus was on the childhood sexual abuse that she had experienced. However 
to ‘bow-out’ to psychodynamic theory would be unfair. I am aware that her sexuality was 
attended to very little during our sessions and was somewhat missing from my therapeutic 
formulation. Similarly, my client rarely mentioned her sexuality and I was unsure how to 
approach this; should I mention it? Or respect that she did not want, or perhaps, need to talk 
about her sexuality? But was this a defence (bearing in mind that this was a psychodynamic 
placement)? Was she not mentioning it because I was hesitant? I feared I would appear
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judgemental and presumptuous. Consequently, by embarking on this research I was hoping to 
gain an increased insight into this struggle and into my own biases and fears, with the aim of 
enhancing my therapeutic skills in relation to diversity and difference and, more specifically, 
sexual-minority clients.
Two experimental assignments at University similarly increased my awareness of the panoply 
of biases, feelings and prejudices that I held. Having several LGB friends, I considered myself 
to be rather empathie of their experiences. However, the task of buying a gay magazine and 
publicly reading it challenged my assumptions and increased my awareness of the privileged 
position my heterosexual position has within society.
The research procedure
I was influenced by my concern about sexuality when conducting the interviews. For instance, I 
was aware, especially in the first interviews, of how tentative I was. I avoided asking or 
exploring things with regard to sexuality, for fear that I would say something judgemental or 
homophobic. Similarly, I experienced this hesitancy during the analytical procedure, perhaps 
resulting in my adoption of a more empathie, rather than critical, hermeneutic (Lyons & Coyle, 
2007). While writing up the study, comparable hesitancies were also present. Coupled with this 
was my fear of over-emphasising the role of sexuality on the participants’ experiences.
My first-year literature review focused on trustworthiness and I hoped/presumed this theme 
would arise during the analysis. This bias is perceivable in the introduction and discussion of 
the report where I place special attention on trustworthiness. I could potentially be at risk of 
undermining other important experiences, such as acceptance. Moreover, as a counselling 
psychology trainee, who endeavours to further the field of counselling psychology, I have 
possibly placed a bias on counselling psychology’s ideology and philosophy in terms of 
working with sexual-minority clients.
McClennen (2003) writes that ‘a debate exists about the ability of non-affiliated group members 
doing meaningful and sensitive research within oppressed populations’ (p.32). This was a 
concern of mine and I spent some time thinking about what would happen if I was asked about 
my own sexual identity. My fear was that I would only be able to conduct ‘good’ research and 
the participants would only feel understood and comfortable, thus producing more ‘open’ 
interviews, if I was from the ‘in-group’. In a way I felt fraudulent and ashamed of my interest 
and sexuality, the fear being that I would be seen to be ‘studying’ the participants in a distant, 
almost pathological and experimental way. Interestingly, this concern is perhaps similar to the 
one the participants discussed when entering therapy. Contrastingly, the participants reflected
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the importance of a gay-affirmative provider independent of sexual orientation, further 
highlighting my own biases.
Moreover, the analytical method of IPA presented me with a challenge. I felt frustrated about 
the sense of reductionism that I had not expected with qualitative research. I struggled with the 
level of data analysis, particularly between phenomenology and interpretation, which was 
perhaps pertinent to my time of writing this report, where the theoretical model was 
psychodynamic, which places an emphasis on interpretation. Indeed, when reading my draft, my 
research supervisor highlighted that I was at risk of going too far beyond the participants’ frame 
of reference. Moreover, when beginning to analyse the transcripts, I felt overwhelmed with the 
‘messiness’. My supervisor encouraged me to focus on the systematic nature of IPA, in using 
the left and right hand side of the transcripts, to put themes and subthemes in order and then 
match the relevant phrases or quotes. Through this process, I have noticed a similar tendency in 
my therapeutic practice, where I struggle at times to tolerate the client’s ‘mess’ and have a 
desire and tendency to ‘tidy’ it up, although I am learning to increasing be with this ‘mess’ 
trusting that from’ being with’ a greater and more enriched understanding might transpire.
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Appendix B. Favourable Ethical Opinion from the Faculty of Arts and Human Sciences 
Ethics Committee
Dr Adrian Coyle
Chair: Faculty of Arts and Human Sciences Ethics 
Committee 
University of Surrey
UNIVERSITY OF
SURREY
Faculty of
Arts and Human S ciences
Guildford. Surrey GU2 7XH UK
T: +44 (0)1483 689445 
F: +44 (0)1483 689550
www.surrey.ac.uk
Amy Maguire
Trainee Psychotherapeutic and Counselling Psychologist 
School of Psychology 
University of Surrey
31®‘ January 2012
Dear Amy
Reference: 684-PSY-11 RS
Title of Project: Sexual-mlnorities experience of finding a therapist and 
beginning therapy
Thank you for your re-submission of the above proposal.
The Faculty of Arts and Human Sciences Ethics Committee has now given a 
favourable ethical opinion.
If there are any significant changes to your proposal which require further scrutiny, 
please contact the Faculty Ethics Committee before proceeding with your Project.
Yours sincerely
Dr Adrian Coyle 
Chair
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Appendix C. Interview Questions
1. Tell me about your experienee of finding your therapist.
2. What did you consider important when choosing your therapist?
3. What was your experience of your initial meeting/session?
4. How did/has that experience developed as therapy progressed?
a. In the first 5 sessions?
b. And until now?
5. Is there anything you would like to add to what you have already said about your 
experienee of finding your therapist and beginning therapy with them?
Prompt Questions
1. Did you meet with other therapists? Can you tell me about that experienee?
2. Can you explain how you chose your therapist?
3. What charaeteristies were important for you when choosing your therapist? And why?
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Appendix D. Participant Information Advertisement
Sexual-minorities experience o f flndins a therapist and besinnins theravv.
I  want to hear about your experience o f finding your therapist and beginning therapy with 
them
Are you a non-heterosexual individual? Have you searched for a therapist (rather than being 
assigned to one)? And have a minimum of five sessions with that therapist? Would you be 
willing to talk to someone about this experience?
Then I want to hear from you!
I would like to hear from you if you feel
• In a comfortable place to talk about your experience of beginning therapy and about 
your relationship with your therapist.
However if you feel
• There is a potential risk that you may feel or become distressed when talking about 
beginning therapy and when talking about your relationship with your therapist.
• You are currently struggling with severe difficulties such as psychosis or a personality 
disorder.
Then thank-you for your interest in this research study. However, it is considered that you 
would not be suitable to participate in this study at the present time.
What would participation involve?
Participating in this research would involve a face-to-face interview at as convenient a location 
for you as possible. It would involve a semi-structured audio-recorded interview (lasting 
approximately forty minutes to an hour). Interview questions would seek to explore your 
experienee of finding your therapist and beginning therapy.
Additional information
Steps are taken to preserve your anonymity in order to protect your privacy. Interviews will be 
audio-recorded and transcribed. At all times, participant information will be anonymised and 
treated with strict confidentiality. Any information that might identify the participant will be 
disguised in the transcripts to safeguard their identity. Audio recordings will also be stored on a 
password protected file and will be destroyed once they have served their research purpose 
when the researchers Viva has taken place in September 2013. This research has received 
favourable ethical opinion from the Ethics Committee of the Faculty of Arts and Human 
Sciences at the University of Surrey.
If you would like to take part or would like further information, please do not hesitate to contact 
me via email:
Amy Maguire
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Email: A. Maguire@surrey.ac.uk
Supervisor: Dr Martin Milton. Email: m.milton@surrey.ac.uk (PsychD Psychotherapeutic and 
Counselling Psychology Dept).
Department of PsychD Psychotherapeutic and Counselling Psychology, University of Surrey, 
Guildford, Surrey GU2 7XH
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Appendix E. Information Sheet
Sexual-minorities experience o f fîndins a therapist and be2innins therapy.
I  want to hear about your experiences of finding your therapist and beginning therapy with 
them
I am interested in interviewing non-heterosexual individuals. Individuals must have searched for 
a therapist (rather than being assigned to one) and have a minimum of five sessions with that 
therapist.
What is the purpose?
The aim of this research is to expand existing sexual-minority psychotherapeutic literature. In 
particular, it will attempt to understand better the experienee of sexual minorities’ experienee of 
finding a therapist and beginning therapy.
What would participation involve?
Participating would involve a faee-to-face interview at as convenient a location for you as 
possible. It would involve a semi-structured audio-recorded interview (lasting approximately 
forty minutes to an hour). Interview questions would seek to explore your experiences of 
finding your therapist and beginning therapy.
Following the interview, participants will be given a debrief sheet which will provide them with 
the opportunity to discuss any material that might have been evoked by the interview.
Confidentiality
Interviews will be audio-recorded and transcribed. At all times, participant information will be 
anonymised and treated with strict confidentiality. Any information that might identify the 
participant will be disguised in the transcripts to safeguard their identity. Transcribed interviews 
will be analysed using Interpretative Phenomenological Analysis (IPA), which will attempt to 
gain a greater insight into the individual’s experience of finding a personal therapist and 
beginning therapy with them. Results will be written up as part of my Practitioner Doctorate in 
Psychotherapeutic Counselling Psychology. Audio recordings will also be destroyed once they 
have served their research purpose. This research has received a favourable ethical opinion from 
the Ethics Committee of the Faculty of Arts and Human Sciences at the University of Surrey.
Furthermore
Participants can withdraw from the study prior to the interview, during the interview, and can 
also ask for their data to be excluded from the analysis up until U* of June 2012, when data 
analysis will begin by contacting me on the contact details below. If this occurs, the 
participant’s data will be withdrawn from the research and will not feature in the research 
project.
If you would like to be part of this research project or would like further information, please do 
not hesitate to contact me via email:
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Amy Maguire
Email: Email: A. Maguire@surrey.ac.uk
Supervisor: Dr Martin Milton. Email: m.milton@surrey.ac.uk (PsychD Psychotherapeutic and 
Counselling Psychology Dept).
Department of PsyehD Psychotherapeutic and Counselling Psychology, University of Surrey, 
Guildford, Surrey GU2 7XH
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Appendix F. Consent Form
UNIVERSITY OF
SURREY
I  voluntarily agree to take part in the study on;
Sexual-minorities experience o f finding a therapist and beginning therapy
I have read and understood the Information Sheet provided. I have been given a full 
explanation by the investigator of the nature, purpose, location and likely duration of the 
study, and of what I will be expected to do. I have been given the opportunity to ask 
questions on all aspects of the study and have understood the advice and information given 
as a result.
I understand that all personal data is held and processed in the strictest confidence, and in 
accordance with the Data Protection Act (1998). I am happy for my data to be published on 
the understanding that my anonymity is preserved.
I understand that I am free to withdraw from the research process up until the of June 
2012 without needing to justify my decision and without prejudice.
I confirm that I have read and understood the above and freely consent to participating in 
this study. I have been given adequate time to consider my participation.
Name of volunteer (BLOCK CAPITALS) -
Signed
Date
Name of researcher - AMY MAGUIRE 
Signed 
Date
139
UNIVERSITY OF
Appendix G. Debrief Sheet 
Sexual-minorities experience o f finding a therapist and beginning therapy 
Thank you for participating in my study.
The main objective of this study in which you just participated in was to gain an in-depth 
account of sexual minorities’ experienee of finding a personal therapist and beginning therapy 
with them.
Literature suggests there has been little research carried out with regards to this topic. This 
study aims to expand existing psychotherapeutic literature with regard to sexual minorities’ 
experienee of therapy.
If you have found any of the questions today difficult and this has resulted in you feeling in any 
way distressed please contact one of the following:
Your general practitioner (GP) or other relevant health professionals 
London gay and lesbian switchboard: 020 7837 7324 
Website: queery.org.uk 
Friend London: 020 7837 3337 
Pace: 020 7700 1323.
Website: http://www.pacehealth.org.uk/index.htm
If you have any complaint, concern, or question about this research, please feel fi*ee to contact 
the supervisor of this research:
Dr Martin Milton. Email: m.milton@surrey.ae.uk
(PsychD Psychotherapeutic and Counselling Psychology Dept).
You can also contact the researcher: Amy Maguire. Email: A. Maguire@surrey.ac.uk
Your generosity and willingness to participate in this study is greatly appreciated. I f  you 
would like a copy o f the final research paper, please contact me and I  will send you a copy.
Finally, thank you again for participating in this research.
Amy Maguire
Trainee Counselling Psychologist.
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Appendix H. Table of Superordinate themes and Subthemes
‘Narrowing it Down”
'‘Should he good”
“The one that was the most convenient location 
'‘Someone that was not too expensive ” 
'‘Approach appealed to me ”
'‘Test them out”
'‘Making my decision based on the feeling... ”
Beginning therapy I need to know “Will I be accepted?”
• “Worried about being judged ”
• “Being affirmed and not judged”
What the therapist “brings” to the relationship
“Notyawning or looking out the window”
“She is a very experienced therapist ”
“Didn 7 pretend to be a blank screen ”
“Respecting my view about what is important ”
“Wouldn 7 have worked if  she had of not been like, totally non-prejudiced”
“She was supportive ”
“It’s like a professional relationship”: The Intricacies of the therapist-client relationship
• “Feels like it fits ”
“Without trust you couldn 7 work with them ”
“I t’s like peeling away layers of an onion ”
“I t’s me and my therapist”
“Very, very key relationship ”
You have to feel safe”
“In therapy you are outing yourself in a vulnerable position 
“Safety is important”
“Ihave the choice... ”
How participants ensured “they were reputable ”
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Appendix I: Superordinate themes and subthemes together with an example of participant 
quotes^ ^
1. “Narrowing it Down”
“Should be good”
“Someone says they know a good therapist. You might trust their judgement” (Tom)
“A good organisation and I was happy to go with that” (Rory)
“How do you choose these people out of a whole list of people? At least in an organisation there was an 
assumption that they would be...umm... (pause) it would be ok to try it.... ” (Rory)
“Qualifications and experience” (Tom)
“A site where there was a list of qualified counsellors” (Kim)
“I don’t think I would have ever gone with someone without qualifications. ” (Rory)
“Ifelt fairly confident in her judgement” (Kay)
“Known to the tutors and the college so that had obviously... they were quite experienced, they had 
accreditation ” (Lucy)
“I took it as a positive thing that the college was wanting to make sure that they were reputable counsellors ” 
(Lucy)
“Ipreferred that she was recommended and spoke highly of, for me that sounded ok” (Tom)
“Chosen because my friends had recommended and spoke highly of, for me that sounded ok” (Kay)
“I have been quite careful about finding them, using personal recommendations and research and things first. I 
have in the past just gone with things and I haven’t been that satisfied... ” (Ann)
“I felt fairly confident about it and I felt fairly confident in her judgement that this person would be someone 
who I would be OK with... yeah, so that was, yeah it was quite reassuring” (Kay).
“Went for the one that was the most convenient location ”
“Foundone literally on the same street as me” (Ben)
“One was local so I went for her” (Kay)
“Wentfor the one that was the most convenient location ” (Lucy)
“Also convenient to get to, it was nearer to me than ” (Tom)
“I just goggled therapists (location where she lives) ” (Kim)
Hhey have a really good website and they list all their therapists nearby” (Rory)
“Someone that was not too expensive”
“Can we afford? ” (Kim)
Smith maintains that with larger number o f  participants, you produce a generic account therefore it is important that the claims 
you make are accurate. If you say that a theme applies to the majority o f  cases it is necessary to let the easer see this in some way.
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“Bit anxious about the money... someone that was not too expensive” (Rory)
“It’s not cheap ” (Tom)
“It is expensive” (Kay)
“At the back of my mind is, is this value for money (Tom)
“Approach appealed to me”
“Existential therapy appealed to me in terms of meaning” (Rory)
“Approach appealed to me more” (Rory)
“This time I thought I would look for someone who didn’t do the behavioural side of things, that was more 
psychoanalysis. So I am currently seeing a therapist whose focus was psychoanalysis ” (Kim)
“Wouldn’t be drawn to the analytic people very much as the word you picked up on warmth, all of that matters’ 
(Kay)
“Her approach was very good” (Ben)
“My preference would be someone who can use the best in any of those disciplines to that situation you are in ” 
(Tom)
“Test them out”
“I was mainly narrowing it down on practical concerns, could they fit me in, could Ifit them in ” (Kim)
“Initial chat to find out what you want to gain from therapy” (Ben)
“I phoned him up and arranged to have an initial session...I just wanted to kind of see how it went before 
committing, be 100%sure” (Lucy)
“What is he offering? How did Ifit into what he is offering? Does it meet my needs or problems? (Tom)
“Has an understanding of the gay culture? ” (Ann)
“I am gay. lis that ok? I needed to check that out quite early on and that hasn’t been an issue, that said a lot of 
my issues are around being gay” (Rory)
“I was still kind of um, just wanted to test out a bit...I said my girlfriend was taking me out...he just said ok 
great and I did wonder at the time if he knew girlfriend as in partner... but yeah I threw in at the end to see how 
it landed” (Lucy).
“It’s the tone of someone’s voice when you first bring up the gender of your partner” (Kim)
“I think you can tell if someone is uncomfortable or shocked” (Lucy)
“She picked up from the fact that I had not used the gender of my partner” (Kay)
“Personal recommendation might help, belonging to a particular organisation might help but I think testing 
them out you know” (Tom)
“Free to talk about all these other things because she passed the basic test...there are a whole set o f tests...but 
of those sexuality is the only one that I have a little ticky box in my mind” (Kim)
“I needed to test that out quite early on and that hasn’t been an issue ” (Rory)
“I had a positive, um, reception from him ” (Lucy)
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“At least I knew I wouldn’t be going any further with this if there was a bad reaction " (Rory)
“I am only free to talk about all these other things that I talked about if there hadn’t of been a bad reaction ‘ 
(Kim)
“I would have left...if there had of been any sense ofsomebody not being ok” (Lucy)
“Making my decision based on the feeling... ”
“Suddenly felt ‘this is fine”’ (Kay)
“I did feel happy to carry on ” (Lucy)
“You get a goodfeeling about someone ” (Kim)
“I must have liked her enough to have wanted to have worked with her” (Rory)
“Ifelt at ease” (Ben)
“It sort of felt good” (Rory)
“You get a feeling of who is going to be a bad therapist rather than necessarily who is going to be a good 
therapist” (YAm)
“I went on my gut” (Kim)
“You have to feel safe” (Tom)
“You either click or you don’t click” (Tom)
“I was happy, so I didn’t look around” (Ann)
“It just felt right that I could say whatever I wanted to say ” (Ben)
“Didn V feel at any point there was any need to look for anyone else ” (Ben)
“Didfeel kind of you know, like it could work, so yeah I just stuck with J ” (Lucy)
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2. “Will I be accepted?”
“Worried about being judged”
“Sexuality was an issue because I was worried about being judged and talking about that” (Rory)
“Initial mental hurdle” (Ben)
“I always take a deep breath. Well here we go, what’s going to happen when I say this? ” (Lucy)
“Just wondered what kind of reaction he might have to be honest” (Lucy)
“Non judgemental. I didn’t want to say, I am a gay man and get a lecture on the evils o f gay sexuality ” (Tom)
“I have experience of people saying, they are ok with it, but when it gets down to it, they are really not” (Arm) 
“The fear is that you will be pathologised? Yes.... I think I have been at times” (Arm)
“The worst thing would be to be met with shock” (Kay)
“Telling someone you are gay and they said, are you practising, I mean would you say that to a heterosexual 
person? ” (Arm)
“I am gay is that ok? ” (Rory)
“I brought those up in the first session, not in detail but, by the way I am gay is that ok? ” (Rory)
“I wasn’t hesitant in making it clear that I was a gay man ” (Tom)
“She completely took it in her stride ” (Kim)
“Takes it all in her stride...she didn’t bat an eyelid, she never has really ” (Kay)
“Wouldn’t have worked if my therapist hadn’t been like totally non-prejudiced” (Kim)
“It was nice that it was a non-issue but I can tell you about an awful lot of things that previous therapists have 
done but nothing with her because it was a non-issue ” (Kim)
“It’s the thing that marks you out and you can never quite move on so when it is an issue you can never quite 
move on but when you establish it as a non-issue it just like flows ” (Kim)
“Would have left you know, I wouldn’t have carried on if there had of been any sense of somebody not being 
OK with that” (Lucy)
“Something that was clearly judgemental, it would out you off I think, I would leave ” (Tom)
“Least I knew I wouldn’t be wasting my time going any further if there had of been a bad reaction ” (Rory)
“Being affirmed and not judged”
“Feeling that I can be accepted, you know whatever I am feeling or thinking” (Lucy)
“The moment it was a non-issue the thing was you kind of can just move on ” (Kim)
“I could be completely open about it all because of all the things I said, because of the impartiality, because of 
the lack of judgement ” (Ben)
“I am gay, is that ok? I needed to test that out quiet early on and that hasn’t been an issue ” (Rory)
“Once I realised there wasn’t, she wasn’t forming an opinion or judgement; then I could go right ahead and 
say whatever” (Ben)
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“Once I ’d gotten over that, um, then yeah there we not more harriers at that point... can he open and talk 
about anything you want without then being shocked or surprised or judging you ” (Ben)
“Being affirmed and not judged” (Kay)
“No judgement” (Ann)
“He was clearly very comfortable with it ” (Ann)
“He has taken me as an individual person rather than bringing any kindofprejudices or anything” (Lucy)
“Ijust felt accepted” (Lucy)
“Feeling I can talk in a place, where you know, people will not look at me as if I am A. Nuts ” (Kay)
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3. What the therapist ‘brings’ to the relationship 
“Not yawning or looking out the window”
“Ability to feel you are being listened too, that they are not yawning, or looking out the window” (Tom) 
“Seemed very encourageble and wanted to know about (me) ” (Kim)
“Giving me encouragement back...she was actually caring about me...she was concernedfor me” (Rory)
“She was more than happy to listen to anything I had to say” (Ben)
“Ijust felt quite comfortable that he was able to listen and understand and make me feel understood” (Lucy) 
“She gave me the kind of message, 1 will be here for you as long as you need me to be here ” (Kay)
“She had heard what you have said and will say something about it” (Tom)
“Just felt I could talk and I felt like when she was responding to me she was kind of treating me as an 
intelligent individual who could understand what I was saying which is kind of important” (Kim)
“She just listened” (Tom)
“To give another human being a sense of worthwhileness” (Kay)
“Fully understood as a person ” (Ann)
“She is a very experienced therapist”
“Sharing very deep, your soul, it’s important that you know what you are doing” (Kay)
“That was a concern but I know she is trained as a therapist” (Kay)
“I don’t think I would have ever went with someone without qualifications. "(Rory)
“I needed qualifications and experience ” (Tom)
“Wellyou think, are they credible, what’s their experience?” (Tom)
“She has a lot of experience in her own personal stuff’ (Kay)
“Reassured that you know, he had some experience and knowledge” (Lucy)
“She is a very experienced therapist” (Kay)
“He has some involvement in a gay mans health group...suggested he was positive about LGBT” (Lucy)
“She brings her past experiences into things ” (Kim)
“Has an understanding of gay culture ” (Ann)
“He knew what he was talking about” (Ann)
“Didn 7pretend to be a blank screen”
“Human contact” (Tom)
“It was a connection we could have a laugh ” (Ann)
“Didn’t pretend to be a blank screen ” (Kim)
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“Friendly” (Ann)
“Didn't pretend not to have a personality, who she was, the fact that she had a sense of humour” (Kim) 
“Someone who was themselves ” (Kim)
“There is a warmth there. If she had of been cold and detached, um, perhaps I would have been hesitant about 
coming back” (Rory)
“She will acknowledge if she didn’t, ifperhaps she didn’t handle something to well and I think that’s really 
lovely so she’s very human, that’s good” (Kay)
“A very warm person ” (Kay)
“He told me he had some involvement in an event in a gay mans health project.... I felt pleased he had 
mentioned that” (Lucy)
“Respecting my view about what is important”
“Someone who would engage with the issue that you want to engage with rather than coming with an agenda, 
based on assumptions ” (Ann)
“My therapist respects me as a person ...Respecting where I want to go in the immediate, respecting what my 
priorities are.... respecting my view about what is important” (Kim)
“...with the greatest respect to her, it is my counselling session and so it should be my agenda... It was always 
my timescale, my agenda ” (Ben)
“Allowing me to feel in control in the conversation ” (Kim)
“I am able to explore things better than I think if somebody...was very cold” (Kay)
“Allowedto explore” (Lucy)
“Respecting my view about what’s important” (Ben)
“Checking out with you if that’s ok” (Tom)
“Wouldn 7 have worked if  she had o f not been like, totally non-prejudiced”
“What characteristics of your therapist were important? ” “I would say very non-judgemental” (Ben) 
“Homosexuality thing was absolutely fine, it was not a problem for her” (Kay)
“Are they nonjudgmentalfirst andforemost” (Tom)
“Wouldn 7 have worked if she had of not been like, totally non-prejudiced” (Kim)
“It helps when people say they are gay affirmative ” (Ann)
“He has taken me as an individual person rather than bringing in any kind of you know prejudices or 
anything”” (Lucy)
“I would have left you know, I wouldn’t have carried on if there had of been any sense of somebody not being 
ok with that” (Lucy)
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“She was supportive”
“Someone in my comer who could help me work out what was going on...now it’s me and my therapist against 
me” (Kim)
“She would appear to he on my side, for want of a better word, which was good... which was helpful, which 
was reassuring... ” (Ben)
“She was supportive ” (Rory)
“She used the phrase, she was there sort of championing me, championing my being” (Rory)
“Support is there ” (Kay)
“Empathie” (Ann)
“Therapy has been a support” (Tom)
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4. “It’s like a professional relationship” Intricacies of the client-therapist relationship 
“Without trust you couldn’t work with them ”
“The relationship has gotten, um, definitely a lot stronger, a lot more trusting” (Rory)
“I knew by the end of the session I could absolutely talk to her and trust her” (Kim)
“Trust was absolutely huge for me .... you need to trust the person that you are seeing...it’s setting up a trust 
really. ” (Kay)
“Overriding is, can you trust this person? ” (Tom)
“Trust builds up ” (Tom)
“Trust was important especially around issues of sexuality” (Rory)
“Once the trust is formed which takes no time at all, then you know, I was comfortable enough to discuss 
whatever” (Ben)
“Takes a while to build up the trust” (Lucy)
“Once the trust is formed which took no time at all, it really didn't, then you know I was comfortable enough to 
discuss whatever” (Ben)
“Trust is, continues to be I think, I do trust her now um, (pause) yeah I do, it can still be hard to um, I 
sometimes avoid going down certain paths because they are actually quite painful for me, so regardless of that 
trust there is still censoring” (Rory)
“Trust is important” (Ann)
“I can V just go there and spill everything and trust her completely” (Rory)
“Open up a little bit more and you trust that little bit more” (Kay)
“Trust her to have these properties that I desire in a therapist” (Kim)
“Feels like it fits’*
“Suddenly felt this is fine, lam  happy with this” (Kay)
“Can’t put your finger on what makes you feel comfortable” (Kay)
“Had a feeling she was good” (Kay)
“I felt comfortable straight away ” (Kay)
“Felt like a belonging” (Rory)
“Very intangible, I think it Just happened” (Ben)
“You either click or you don’t click” (Tom)
“Felt very good actually” (Ben)
“You can get a feeling of who is going to be a bad therapist rather than necessarily who is going to be a good 
therapist”
“Did feel kind of you know, like it could work, so yeah, 1just stuck with ” (Lucy)
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“Feels like it fits me” (Rory)
“It just felt right” (Ben)
“I guess that we clicked” (Rory)
“It felt good, can you tell me about that? ” “Yeah (pause) I guess ...it was a connection ” (Ann)
“If you don’t feel comfortable it is much harder to talk to them ” (Kim)
“It’s like peeling away layers o f an onion”
“Initially I was perhaps guarded in what I said but then very soon I could speak freely” (Ben)
“You don’t have to be guarded” (Ann)
“I feel we have built a rapport, but I think more than that, the ease of talking to each other... and not feeling 
like I need to put on any sort of face, be any sort of person ” (Kim).
“It’s like peeling away layers of an onion, you work at one thing and then you realise something else ” (Kay)
“It’s quite difficult to talk to him at times even though Ifeel comfortable with him... Could talk to him in time” 
(Lucy)
“You can be completely open ” (Ben)
“Still censoring my path ” (Rory)
“If I don’tfeel comfortable with someone it’s much harder to talk” (Kim)
“I have kind of been able to let her see various loads of different aspects of me” (Kay)
“Very gradually open up a little bit” (Lucy)
“Able to let go enough to be able to go to those places because as you know they are a bit scary ” (Kay)
“Once it is established definitely I could say absolutely everything” (Ben)
“You are baring your soul about issues ” (Tom)
“It’s me and my therapist”
“It’s me and my therapist against me and my demons ” (Kim)
“We have gone through a lot together” (Kay)
“I could discuss issues with my counsellor” (Ben)
“I ’ve explored all kinds of different issues with him” (Lucy)
“Someone there each week fighting my corner” (Rory)
“Its me and my therapist against me ” (Kim)
“Together try and unpick” (Kim)
“Connection ” (Ann)
“Stuck together since ” (Rory)
“It’s like having some-one there listen to you and directly you gently” (Tom)
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“Very, very key relationship”
“That feeling when you break up with someone and you can’t get your mind of it and it feels awful” (Roiy) 
“Very, very key relationship ” (Kay)
“I know it’s just a therapist, client relationship, but” (Kay)
“Feels like a mother type thing” (Rory)
“Long term relationship ” (Lucy)
“I had never chatted about this with anyone else” (Tom)
“Discuss things with her that I probably wouldn’t have discussed with friends or family ” (Ben)
“I didn ’t really have anyone that I could tell the full story too ” (Kim)
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5. “You have to feel safe”
“In therapy you are putting yourself in a vulnerable position ”
“You could be entering into an exploitative situation ” (Ann)
“These people can do a lot of damage it seems to me” (Tom)
“They can do something awful” (Kay)
“She doesn’t know me from Adam and I don’t know her from Eve...same as a stranger on the street” (Ben) 
“Bareyour soul to them about issues” (Kay)
“Fear even in therapy you are putting yourself in a vulnerable position ” (Tom)
“I suppose safety is an issue, .you are still aware that you are a minority in society, there is a lot of
prejudice and discrimination and ignorance and inequality there and that’s just, yeah, something that you 
have to deal with, that’s what I mean by kind of wanting to feel safe to just be, be (pause) yourself’ (Lucy)
“A goodfriend of mine is having therapy ...she much more depressed than me and is getting it through the NHS 
and its really, really bad and its just dire...so having this stark contrast in mind” (Kim)
“I remember seeing this appalling counsellor who just thought talking about my grandparents, that was what 
we should focus on ” (Kim)
“I avoid going down certam paths because they are actually quite painful for me to go ” (Rory)
“Safety is important”
“Safety is an important issue, but, it permeates the others, the trust and credibility” (Tom)
“In some ways the safety is first” (Tom)
“You have to feel safe to further that conversation ” (Tom)
“Feel safe enough to really explore emotions ” (Kay)
“I feel safe enough with this person to let go ” (Kay)
“I feel safe with this person ” (Kay)
“Makes me feel understood and safe” (Lucy)
“Being that safe place.... have this person who you can kind of paddle back to and climb on the rock” (Kay) 
“That something might happen that you could do without really, so yeah I suppose safety is an issue ” (Ben) 
“Made me feel safer in terms ofpicking someone ” (Rory)
“Not having to be guarded especially when talking about my relationship ” (Kim)
“Safety is whatever is said in the room is confidential” (Ben)
“A safe place, or should be and you work to make it a safe place with confidentiality and feeling free to say 
what you want.... ” (Tom)
“Feel it’s safe, a safer place to do that and I think it’s only coming into its own now ” (Rory)
“Is it safe to trust” (Rory)
“Work to make it a safe place with confidentiality” (Tom)
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“I  have the choice... ”
“Ifyou don’t get on or if you don’t like it, don’t go back...get out if you don’t feel safe ” (Tom)
“I can say isn’t it great for me to be in therapy, but it would have been a barrier for me seeking therapy if I 
hadn ’t of known that I had a choice ” (Kim)
“This is my money...having that freedom, made me more able to seek therapy (Kim)
“Making a choice about who....you weren V allocated” (Rory)
“A goodfriend of mine is having therapy ...she much more depressed than me and is getting it through the NHS 
and its really, really bad and it’s just dire...so having this stark contrast in mind...because I am going privately 
I have a lot more freedom to choose ” (Kim)
- How participants ensured “they were reputable”
“She is trained as a therapist she should be easy with people ” (Kay)
“The professionalism, what is that? I guess it reassures you somewhat that you are going to deal with someone 
qualified, knowledgeable, reliable, safe, trustworthy” (Ben)
“Had a professional website ” (Rory)
“I have been quite careful about finding them, using personal recommendations and research and things first I 
have in the past just gone with things and I haven’t been that satisfied... ” (Ann)
“She’s clearly the professional” (Kim)
“They are professional therefore they must be trustworthy” (Luey)
“Better safer feeling being part of an organisation ” (Rory)
“Fact it was through an organisation it had values. Names and people ...made me feel safer” (Rory)
“Ifelt fairly confident in her judgement that this person would be someone who I would be ok with ” (Kay)
“Ipreferred that she was recommended and spoke highly off, for me that sounded ok” (Tom)
“Known to the tutors and the college so that had obviously, they were quite experienced, they had 
accreditation.... they knew they were reputable” (Lucy)
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Appendix J. Transcript of a Participant Interview.
Key: Interviewer Interviewee
Can you just tell me a little about your experience of therapy, and um, just a brief introduction to 
really.
My, my, the current experience of therapy?
Um, or in general.
Well, before I entered which is fifteen years ago I, I had started having some psychotherapy but then it 
was kind of cut short because I only did it for a few months and then I entered religious life. So I just cut 
it short and um, and um, didn’t really think anything of it and then, as I think I said in my email I, I got 
diagnosed two years ago with multiple scleroses and it was a bit of a shock to the system and so I, um 
pause, I was getting a bit down I think, which is understandable so, I was a bit worried about things and 
just thought I am stmggling a bit with things and a friend, who is a therapist, said you know what about 
doing a bit of work with a therapist? I thought nothing ventured nothing gained and initially it just asked 
for 6 sessions. With the therapist that I have and, um, realised when I started talking to, because I, I, I 
immediately jelled with her and it was really working laughs. Um, I thought I could really work with this 
lady and, and you suddenly start to realise that things are unfolding and there are sort of deep things there 
that it might be good to explore and that’s what I decided to do then, so um, in fact I rarely talk about 
multiple scleroses really at all, but we have done a lot of work on other things, it all kind of dove tails in 
at the end of the day.
So actually you have been in therapy two years?
I have been in therapy, no in fact this Easter will mark one year of being therapy with her and yep, I was 
two years diagnosed before I, before I decided to go down that road.
So maybe could you tell me, can you tell me about your experience o f finding, o f finding your 
therapist?
Well my experience was quite easy because I have got quite a few friends who are therapists so they 
know people and they all tend to be in the same kind of area of psychotherapy that I would be drawn to 
and so I just, it was a friend who suggested, she gave me two names and I had a look at them and one was 
a long, long away and one was local so I went for her really and just trusted her judgement. So was very 
fortunate in that sense, I didn’t really have to, you know, I knew because she had been chosen because my 
fiiends had recommended her, that she would be good.
How did it feel to have a recommendation?
Well good, I felt fairly confident about it and I felt fairly confident in her judgement that this person 
would be someone who I would be ok with. Yeah, so that was, yeah, it was quite reassuring.
So how, how did it feel to, to decided that you wanted to find a therapist and to, to actually 
approach someone to think about starting therapy?
Well, I did it grudgingly actually, initially because I think, I think, what I grudgingly was beginning to 
perceive was that I was struggling a little bit emotionally. I was feeling a bit grey and a bit depressed and 
not very happy just generally and so I was kind of grudgingly conceding that it might actually be a helpful 
thing to do and then I kind of did it in this sort of frame of mind of saying, oh go on then. I’ll give it a go, 
I might as well I have nothing to lose. Not generously, oh thank you very much this is wonderful it was
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like, um, I don’t need it, I can sort myself out thank you very much but so it’s changed since then but 
that’s how it was initially.
Um and I am wondering, can you remember what was important for you to have in your therapist, 
what was it?
What qualities? Um pause, well she just, I mean right from the start she struck me as a very warm person, 
that’s a hugely important thing but also professional, she’s very professional and um, she wasn’t 
frightened right from the word go to sort of um, I don’t quite know what the word is but she wasn’t 
standing on any ceremony, she was right in there and she seemed very quickly to get the measure of me. 
She is a very experienced therapist, I think and I think I just fall into a very classic role or model that she 
knows about but she seemed to really understand right from the word go and I just felt comfortable 
straight away. Sometimes you can’t put your finger on what makes you feel comfortable can you? pause 
so yeah, so that was, so yeah warm, compassion and I just had a feeling that she was good at what she 
was doing and that’s important to me because I think psychotherapy, well as I said to someone the other 
day, you know, sort of take off your shoes because you are standing on halloed ground. I mean when 
somebody is sharing very deep, their soul with you really, it’s really important that you know what you 
are doing, laughs and you are not sort of trampling around in hob-nailed boots all over, on some poor soul 
and I never, never ever had that feeling with her.
I have heard you mention that a few times that it is important that she, she knew what she was 
doing, she had a lot of experience.
Yeah absolutely, yeah definitely, because I pause I, I suppose what I thought was, if I am going to do this 
and if  I am going to give myself to this then I, I, I really want to sort of, you know, I want to really get a 
huge amount out of it you know, I want to really do whatever work I am suppose to have done on myself 
these years that I haven’t done, I want to do it now and don’t want, and also its expensive as well, so you 
don’t want to waste time laughs. Sort of pussyfooting around, well that’s me anyway. That’s how I am so 
yeah, that was it pause
Em, pause so I am wondering, can you tell me a little bit about when you first, the first meeting with 
her, when you first met her?
Yeah the first meeting I, pause, yeah we went to, she has, I go to her house. We went upstairs to her room, 
not unlike this room actually, and um, she was very, she just took down some notes and asked me 
questions, and it was about I would say it was about 20 minutes into the interview that I felt, I suddenly 
felt, this is fine I am happy with this and I just knew I could go with it and in fact she, she never really 
said to me do you want to, shall we you know? I think she kind of felt the same as well because she just 
took it for granted that we would book six sessions which ended up being eight and then ten and twelve 
and I suddenly thought, oh, I might just make a serious thing of this. So I did but um, so I think she must 
have felt comfortable as well so pause.
So I am wondering it seems important, that shift, at 20 minutes in, roughly and I am wondering 
what were those feelings really?
Pause safe, I suppose safe. I just thought, I feel safe with this person to let go and to really let go and tell 
her what matters to me and what’s important and what’s in my heart and not plays games. Not pretend, 
that was the important bit really because I’d known enough about psychotherapy to know that laughs, that 
if you don’t, if  you don’t kind of engage with it yourself but also you need to trust the person that you are 
seeing that they are not going to, I don’t know, whatever, you open up your heart, or something and they 
do something awful I don’t quite know what that would be laughs.
Um, I have heard of a few things that I think are something quite similar, a similar theme, 
somehow you could really be you, be yourself?
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Absolutely.
And not pretend?
Yes, yes, yes, yeah, absolutely, yeah and um and she’s a married women and um, so, so I suppose going, 
that was a concern because I thought, you know but I know she is trained as a therapist so she should be 
easy with people but pause, I don’t know right from the start I felt it was you know, the whole 
homosexuality thing was absolutely fine it was not a problem for her, it was not something that was ever 
going to, I mean she kind of almost comes from a stance of you know, that this is the human race and we 
are all part of the human race kind of thing and I, you know I am glad about that.
So you said that you, you knew it would be fine ... I wonder how you knew?
How did I know? Well because when I mentioned it she, she, she’s always with everything. Whatever I 
say to her, whatever happens, however I am she’s always, laid back is not the word, but she always takes 
it all in her stride. She was like that about that as well, she didn’t bat an eyelid she never has really, um, 
and, and you know occasionally she says you know, because she knows I am a Catholic, she knows I am 
a nun and um, she, she I think, also grew up in a catholic family but hates, well I don’t know if she hates 
it, but she has distanced herself from it. So sometimes we joke about how the Catholic church is with 
homosexuality- it doesn’t have a very good track record and um, she can be funny about things like that, 
she can make jokes and things which is nice, kind of so she’s relaxed enough about it all pause.
So somehow the topic of sexuality, or homosexuality was not an elephant in the room it was 
something that could be laughed about and talked about and no eyelids were batted?
Yeah no, no, never, never at any point felt that she was the sort of person who, who, who with any subject 
actually, I assume, I don’t know, I don’t know much about psychotherapy training but I assume that she 
must have done a lot of work on herself to be the person that she is because she doesn’t, she really doesn’t, 
she really isn’t fazed by very much pause so, yeah, and I felt that right from the very start so it’s been 
very good really.
Um, so there is this impression of this very robust therapist?
She is yeah, she is very robust. She has a very big presence actually, that’s how I would describe her. She 
is very warm hearted and but also you know, she can be quite, quite pause direct as well so she doesn’t, 
so it’s not all nice, and glowing and rosy and there are weeks when it is not certainly laughs but yeah, 
yeah she is good pause.
Um, so I am wondering how, I have heard you wanted to go for six and it increased and I am 
wondering about you, what was the change for you to increase really?
Because I started to, because initially I went about multiple sclerosis and, and, and so um, inevitably 
there was a discussion about vulnerability and weakness and fear and all that and I began to realise that, 
that was quite a serious topic for me, up until that point it hadn’t impinged on me too much because I was 
fit and healthy and robust and whatever and suddenly this thing had merged that was really causing me 
problems and in order to look at it properly I needed to go a bit deeper and you couldn’t do that in six 
weeks. So that was when I started to, to, to think that I need to extent it and then eventually ‘cause, 
probably very stupidly, I kept saying I’ll just go for, I will book another couple of sessions and then 
another couple of sessions and then, it’s a bit like peeling away layers of an onion you work on one thing 
and then you realise there is something else there that perhaps you could work on. So I just kept 
uncovering things and finally I just said you know would it be possible to, you know for me, just to come 
for a year, for a whole year without any and um, she said it was absolutely fine and so that’s what we 
agreed and then, so I started. I came back in September last year with the view of doing the year and 
actually now, I think probably, I will try and end this year but I may not actually, I may carry on cause I, I
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have just found it so incredibly useful, both spiritually and from a personal point of view. It has just been 
brilliant the things have married together fanstically so, so I might just and you know I probably think 
two years in therapy is not that long actually laughs. So yeah.
So I am wondering how has the relationship developed? Um how did it develop in those first few 
session until you, let’s say for the first five or six sessions how did it develop then?
Well I think, in those session its, its, you are kind of laying down kind of, its working, its setting up a 
trust really, so I put my toe in the water and she, and whatever and she’s who she is and it was kind of um 
pause. It’s just, I suppose thinking about a flower you kind of very gradually open up a little bit and you 
see how that’s goes and then you open up a little bit more and you trust that little bit more and you, so, so 
very gradually I have kind of been able to let her see various, loads of, different aspects o f me so, so she 
has certainly seen an angry side to me, she’s certainly seen a very tearful, very clingy, side to me, she’s 
certainly seen um. You know we have had conversations about sexual thing as well which have been 
really helpful and you know sort of, but it’s just, that it’s kind of been gradual just to be able to let go 
enough to be able to go into those places because as you know, are a bit scary or can be laughs so...
So it sounds like trust has been...
...Trust is huge. Absolutely for me, especially being a nun because um, I suppose what I have realised is 
that you know, I had, I have always been very open with being gay and was open with the congregation 
when I entered and um, pause sort of I came out when I was 22 and I am 46 so that’s a long, long time 
before I, and being a nun of twelve years I was a long time in the gay community with you know, so I do 
have there is this, you know, a whole side of me that’s comfortable with that and then there is religious 
life and you know obviously that’s not quite so easy but I think what I have been able to do it, is, is bring 
the two together a little bit more and not, not polarise them because I think you could do that, in religious 
worlds. Well I suppose you could do that in all of, probably all humans do it, there is probably this notion 
of this wonderful holyness here, that’s all that you know sort of sweet and chaste and then there is this 
sort of earthy, you know, sort of sensuous side here and you keep them at bay but in fact really, probably 
true spiritual growth is being able to hold all of it inside yourself with ease. I can’t remember what the 
question was that you were asking laughs.
But it’s something, an integration of you?
Absolutely, totally, totally, yeah absolutely because you know you reveal part of yourself and you know, 
the worst thing would be to be met with shock or um, or uncomfortableness or you know, being picked at 
but if  you are met with a warmth and a kind of, kind of, welcome to the human race kind of feelings it’s 
very nice. A very precious thing actually to give to another human being that sense of worthwhileness 
pause that who they are is ok pause.
And that sounds very important.
Yeah, yeah definitely and it’s the heart of spiritual teaching in a way for me, it’s the heart of scripture, the 
heart of the gospel, Jesus saying you know, it’s ok to be who you are you know it’s not about rules and 
regulations and parading around doing the right things and saying the right things it’s about reaching out 
and, to people where they are and making them feel like they are valuable people so that’s, pause yep.
And I am wondering, how the relationship has developed since then, the first few sessions, since 
time has went on?
Well its, its, it’s certainly deepened. I mean I don’t really understand how it works with therapists, what 
goes on for them as, obviously, they don’t speak about it, for me it’s been a huge, it’s been a very, very 
key relationship in this, this year, um, it’s been hugely important and um. I’ve learnt, probably learnt 
more this year about myself and about how I understand life than I’ve, I ever have before and um, it just.
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it still feels really important so. You know I’m not, I don’t know it still feels like there are things and 
places I need to get to before I want to end. Get to is not the right word but explore. So yeah, no its, its, its, 
you know we have gone through a lot together and um, she has been very faithful and consistent in her 
kind of, in how she’s been and I’ve um just found it incredibly helpfully.
So I’ve heard that trust seems to have been, to have been very important and almost this 
impression of this robust therapist who can take anything on without batting an eyelid and I am 
wondering, what else has been important as time has went on?
Well one of the key things that had been really important to me, is, is the dependability so, so she in fact 
actually last week for the first time wasn’t very well but that’s the first time in a year that she hasn’t been 
very well but just that notion that’s she’s been there consistently for me and so I have been able to work 
on things and it’s just been that, that support there. I’ve just known that, that support is there and you take, 
sometimes you feel like you are a bit tom apart by therapy for a while, well it can be, it can feel like, you 
are falling apart from the seams. Really it’s mattered to me that I’ve known that she will be there, I mean 
obviously you go away during the week and you whatever happens, happens during the week but it’s, it’s 
mattered to me that’s it’s not been a transient thing or you know she hasn’t she, she’s basically given me 
the kind of message I will be here as long as you need me to be here and that’s ok, it’s great really you 
know she’s not saying we need to wind it up in five weeks laughs or whatever so yeah, so that matters, so 
that dependability and that solidness has mattered.
And um, how does that feel like to have that dependency and consistency?
It’s brilliant, it’s great. I mean it’s like, you know, the idea of a rock and um, um you kind of you, you 
kind of jump into the ocean and paddle about a bit and splash about a bit and explore things and then you 
just have this person who you can kind of paddle back to and climb on the rock and you, you know you 
feel, it’s good but then I suppose, I suppose what I am trying to get to for myself now is a place where I 
can, I can, I can be that rock for myself really so, but it’s not easy, it’s always nice to have someone else 
who will do it for you laughs.
So it’s really tying into what you were saying that the start because I think you said the word safe?
Yeah.
And that rock really has this image of being a really safe place?
Yeah, absolutely, definitely, definitely and then at times not, at times, you know, she would not be a very 
good therapist I think if  she, if  you know, she kind of gets, she strikes a very good balance between being 
that safe place but also pushing so you know, you learn how to be that safe place for yourself and I think 
that’s the heart of good therapy, so there is a kind of delicate balance that goes on between, between being 
a nurturing presence but also you know creating a situation where I can, I can explore being that for 
myself, you know pause.
And I am wondering, you said there were certain types of psychotherapy you were interested in, 
and I am wondering could you tell me what that means?
Well, I don’t know very much about psychotherapy but I just know that there are kind of person-centred 
and human and that would be the side I would be dravm to and in fact she is a psychosynthesis trained 
therapist and um, and that would be another school I would be very drawn too. I wouldn’t be drawn to the 
analytical people very much so the word you picked up on, warmth, all of that matters and also 
relationship matters because I think with her because she engages in, because there is a relationship there 
and I know it’s just a therapist client relationship but because she is not some sort of um, I don’t know, it 
gives, I don’t know, I am able to explore things better than I think if, I think if  somebody, I don’t know 
because I have never had an analytical therapist before but if I went into a room and there was some sort
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of person there who was very cold, I think I would not want to engage with them I would just think 
what’s the point, um, because it, I don’t know it just wouldn’t work but I might be wrong about that. Um 
so, so, so that has really mattered and I think I would always be drawn to that model of therapy whereas 
that’s, there’s, the work is bom out of a relationship really, does that make sense? I don’t know, it would 
be really quite interesting to have some of the other kind, I don’t, it really would be interesting to have 
some of the other therapy to see what it was like maybe it would work, I don’t know.
W hat’s the fantasy, what would it be like... to try a different type?
Well I was just thinking, probably pause, I don’t know, I don’t know. I suppose the thing about therapy is 
you sit there and talk, like I am talking now and that’s, that’s, things happen so do you need the therapist 
to engage with you at some sort of human level, I don’t know, I don’t know is the honest answer. Maybe 
you can do the work, maybe the work will just happen even if you, then I just think well then you might 
as well just talk to a brick wall, you could sit there laughs and have a conversation with a wall, so at what 
point, presumably I don’t know, I think I would need to know enough about it to understand how it works, 
the other model, presumably they know what they are doing as well.
Um pause but it’s something about being in a relationship rather than talking to a brick wall?
Yeah, it’s bom out of, because I do. Well I think the whole of life is like, that relationship is where things 
happen so you have your ideas, I have my ideas, we share them and out of that is bom something new and, 
and give life and that’s how. That’s really important that’s the stuff of life for me really, that people 
engage and new things happen so, so yeah I enjoy that, pause but I can also see that within psychotherapy 
it’s really important all the safe stmctures and the boundaries and whatever, are really important I can see 
that, so it’s not just you know, just tum up and she’s not your friend or she’s a therapist and relates in that 
kind of fairly strict way which is probably good.
So I am wondering what, what’s important within that?
The spiritual, with the psycho synthesis, definitely the spiritual, just that acknowledgment about who we 
are and what we are is a whole lot bigger than what we can ever understand and it’s an acknowledgement 
of that in all of it is just really important for me because obviously being a religious the spiritually life is 
hugely important. It matters to me to be able to feel that I can talk in a place where you know they are not, 
people will not be looking at me as if I am A) nuts and B) you know, or just have no idea what I am 
talking about because they don’t have any spiritual sense of themselves and it doesn’t, I don’t mind it 
doesn’t have to be someone who is Christian just any person who is spiritual. I mean you can have 
Hindus or Buddhists, who are deeply spiritual people and you can sense it, it’s just for me it really matters 
that people don’t, that a person doesn’t just think that they know it all and they understand the universe 
and they understand the meaning of life because they don’t, they can’t and all of that is important pause.
Can you say more about that understanding?
Yeah. Yeah just, just the freedom to talk about that and the freedom to not feel that um, there is any 
critical judgement attached to that, that um, and yeah, I don’t know because I’ve, she’s never spoken to 
me ever about anything like that but I always had a sense that she’s a spiritual women even though I 
know she doesn’t like the Catholic church for sure but pause that’s fine, probably wise laughs. So, um but 
I have always had that sense, yeah pause, so that matters pause, being affirmed and not judged and um, 
yeah just pause, yes it matters, it matters because it’s not, certainly the path that I have chosen it’s not a 
common one, you know, there probably aren’t many, there are quite a lot of rigorous who, leave religious 
life because they discover they are homosexual but probably I have went the other way. I have always 
known about my sexuality and yet still have wanted to choose this particular way of life so that’s quite an 
unusual path and um but within that you know I am just an ordinary human being with feelings and 
emotions and its mattered to me that all of that can be given reference but also I can have a sense of I’m
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just a human being as well like everyone else I am not a super brilliant nun and I’m not just, I’m part of 
lots of different worlds.
I am wondering, is there anything that you would like to add about finding your therapist and 
being therapy with her?
Well just that it’s the best thing I have done. I went at it grudgingly and never expected it to be... I was 
really quite arrogant actually thinking I can steer my own ship thank-you very much, I don’t need anyone 
else’s help and have been totally wrong in that in the sense as I have worked Avith someone who knows 
that they are doing I have realised that there are huge areas where I struggle and panic and don’t get it and 
whatever and, it’s just been wonderful and I would recommend it to anyone but I would say two things, 
that a you need to find someone who you click with, whatever click with means-1 don’t know and you 
need to find someone who, who you are not, you feel safe enough to really explore emotions. I was 
talking to one lady at work and she said her therapist, she had gone to see this therapist because her son 
had died and she said the women just really got on my nerves and I just wanted to punch her lights out or 
something and I said well maybe you could have said that to her, maybe that’s what you needed to say 
and she just looked aghast and I just thought I am very lucky because I have met someone I could actually 
said that to. So I don’t know, I think therapy is probably a wasted of money if  you don’t just jump in there 
and give it a go really but I suppose when people, I don’t know, but it’s the best thing I have ever done.
That sounds important can you say more?
Yes, yes, yes totally absolutely, and also I would say that the sexuality bit does come in too but 
everything comes into it it’s all part and parcel of the same thing really. So, so you might um, you might. 
I don’t know. For me, whenever I you go to see a therapist about one thing but then everything else 
comes into the mixing pot so I went about multiple scleroses but inevitably sexuality comes in too, 
spirituality comes in too, childhood and all that, so you know, yeah for me you need to bring it all not just 
not just one part of it.
So somehow sexuality is...
... just one part of it like everything else it’s just one part of me: the primary school teacher, the nun, the 
person who is going out with her friends, yeah. Yeah for me in that setting, it doesn’t matter in another 
setting but yes in that particular setting if I was going to open up to someone I need to have that 
instructive feeling that I can do that. It always fascinates me because it is a very instinctive feeling with 
me I kind of know fairly quickly if  I can related to them at that level... it’s just something that happens 
like chemistry.
And there is something about her being quite professional, a lot of experience. Can you tell why you 
mentioned this?
Yes totally. I’ve always felt I am in the hands of a professional just pause. She has had a lot of experience 
I can tell she’s, she’s, I think she has had a lot of experience in her own personal stuff, I don’t think she 
would be able to be the way she is unless she had genuinely worked on herself. She’s not too, um, rule, 
rule bound. What I mean is she can be, there are odd moments when she will say something about herself 
or she will, she’s not totally you know, very, you know when you first start out you really rigidly follow 
the rules. When I started out as a teacher you have this rule book in your head and you think diligently, 
thinking what should I do next but then eventually you relax enough to just be yourself to walk in and do 
things and just do things you probably should do like copy work sheets in the middle of a lesson, things 
like that. She can some, she can um, not cut comers, I don’t know what I am trying to say really just um, 
yeah, I just think she’s, she can, there’s a couple of times when I got really upset actually and she said 
something about, she acknowledged it on two occasions. I said that in rather a cack-handed way and I just 
thought for her to be able to say um, she will, she will you know, she doesn’t just represent as this, T’m
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professional’ and I, you know, she will acknowledge if perhaps she didn’t handle something too well and 
I think that’s really lovely so she’s very human and that’s good.
I wonder if  there is anything else?
No, I don’t think so, have you got things for your work?
Yep.
Oh, good.
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Research Report 2
“I  just don't think we are meshing here...:” A Thematic Analysis of Lesbian, Gay and 
Transgender Clients experience of Client Initiated Premature Termination from Therapy.
Abstract
According to Liddle (1997) ‘we know very little about gay and lesbian clients’ 
utilisation of therapy’ (p. 11). The objective of this research was to explore sexual- 
minority clients’ subjective experience of prematurely terminating therapy, capturing 
the complexity of this real life experience from the point of view of the sexual- 
minority client. Purposive sampling was used to recruit six participants who 
identified themselves as belonging to a sexual-minority and had terminated therapy 
prematurely due to feelings of dissatisfaction. The resultant data corpus was analysed 
using inductive thematic analysis. Four overarching themes were identified within the 
data. Results highlighted similarities in the participant’s experience; in particular 
participants did not feel understood by their therapist, leading to strong feelings of 
disappointment about the therapeutic process. All participants acknowledged the 
impact of feeling that therapy was unhelpful and that therapy had failed to meet their 
expectations. Therapeutic ruptures were typically linked with the participants’ 
increasing feelings of dissatisfaction and their subsequent premature termination of 
therapy. Themes are discussed with reference to existing literature. Implications and 
recommendations for practice are considered and links with how counselling 
psychology’s ethos and practice can fit within this are considered.
Keywords: therapy; premature termination; gay; lesbian; sexual minority; sexuality; 
dissatisfaction; therapy termination; affirmative therapist; training.
Introduction
A large body of research highlights the efficacy of therapy when applied to a range of clients 
with diverse psychological difficulties (e.g. Lambert & Cattani-Thompson, 1996); studies have 
also indicated that the number of sessions clients attend influences their well-being and 
improvement (e.g. Howard et al. 2001). Despite this, a client’s failure to return to therapy is a 
noteworthy phenomenon in research. Gelso and Woodhouse (2002) defined therapy termination 
as ‘the permanent or temporary ending of counselling’ (p.346). Ideally client and therapist work 
together in this process ‘however, not all terminations of psychotherapy are successfully 
negotiated’ (Joyce eta l, 2007, p. 133).
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Client-initiated premature termination is when a client terminates therapy contrary to the 
therapist’s recommendation and initial agreement (Ogrodniczuk et a l, 2005). Although clients 
prematurely end therapy for a number of reasons, a client’s motivation for leaving therapy may 
provide insight into potential therapeutic challenges. Research suggests three main reasons why 
clients leave therapy prematurely; if clients feel they have improved sufficiently; if they feel 
dissatisfied', or when external constraints impede them from completing therapy (e.g. Renk & 
Dinger, 2002). More specifically, when there is ‘no justifiable reason (e.g. illness, employment, 
geographical move) for ending therapy, premature termination is considered to be 
inappropriate and a significant obstacle to the effective delivery of mental health services’ 
(Ogrodniczuk et al, 2005, p.58).
Literature proposes that client dissatisfaction is related to the therapist’s perceived lack of 
expertise, competency and trustworthiness (Knox et al, 2011). Research suggests these 
perceptions engender a lack of confidence in the therapist and a lack of progress in therapy, 
triggering a relationship rupture and a client’s consequent termination from therapy (e.g. 
Hunsley et a l, 1999; Kokotovic & Tracey, 1987; Todd et a l, 2003). According to Ogrodniczuk 
et a l, (2005), due to the diverse factors that influence premature terminations no particular and 
specific therapeutic strategy to limit termination is effective across all client groups. Moreover, 
research suggests that premature termination is more likely to occur among clients from cultural 
or ethnic minorities, therefore possibly reflecting underlying challenges and highlighting a need 
to study specific client groups (Wierzbicki & Pekarik, 1993; Williams et a l, 2005).
Sexual-minorities
This study is interested in exploring sexual-minority clients’ experience of terminating therapy 
prematurely. Literature indicates that sexual-minority clients, largely due to their marginalised 
status and negative societal attitudes, experience undue stress and high risk behaviours, along 
with high rates of mental health concerns (e.g. King et a l, 2008; Meads et a l, 2009; Shaw et a l, 
2012). Therefore, authors suggest it is possibly not surprising that Lesbian, Gay, Bisexual and 
Transgender (LGBT henceforth) clients are frequent therapeutic service users (e.g. Bradford et 
a l, 1994; Ford & Hendrick, 2003).
Research indicates that although sexual-minority individuals report positive therapeutic 
experiences (e.g. Morgan & Eliason, 1992), other literature suggests that they can be subjected 
to biased, non-affirmative and judgemental services, where discriminatory, dissatisfactory and 
hostile experiences have been recognised (e.g. Biaggo et a l, 2000; Bowers et a l, 2005; 
Eubanks-Carter et a l, 2005; O’Neill, 2008). Authors have cormected this to the well- 
documented history of heterosexism within psychology, which they argue remains today
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(Cochran, 2001; Israel et al, 2008; Hicks & Milton, 2010, Shelton & Delgado-Romero, 2011). 
For instance. Garnets et a l, (1991; replicated in UK by Milton, 1998) found that LGB 
individuals have been subjected to overtly negative statements and inappropriate therapeutic 
services. According to Jordan and Deluty (1995) 12.9% of psychologists view homosexuality as 
a psychosexual disorder, with 5% viewing it as a personality disorder and 5.8% supporting 
aversion therapy. It is noted however that these studies were conducted over ten years ago and it 
has been suggested that society has increasingly come to recognise the ‘rich variety of ways that 
people can express their identity’ (Hick, 2010, p. 243). Therefore, one might even expect more 
positive therapeutic experiences to currently transpire. In sum, research indicates that sexual- 
minority clients experience specific therapeutic challenges and are at risk of experiencing 
dissatisfying and potentially harmful therapeutic services (e.g. Cochran, 2001).
Sexual-minority clients are five times more likely to terminate therapy early as a result of a 
reduced level of care and negative ratings of the therapist’s helpfulness (Liddle, 1996) and are 
also more likely to avoid a therapist if he/she is perceived to hold heterocentric views by the 
client, indicating the presence of a possible relationship with premature termination rates (e.g. 
Burckell & Goldfried, 2006; Borland & Fischer, 2001). This is potentially problematic, 
especially as the needs of this marginalised client group may not be recognised or met, 
presenting personal and public health implications (Shaw et al, 2012). Jones et al, (2003) 
suggest that the greater number of therapy sessions a minority client attends positively affects 
his/her psychological well-being. This underscores the importance of understanding LGBT 
therapy dropout in order to enhance clients’ well-being and experience of meaningful 
therapeutic experiences.
The current study
Ogrodniczuk et al (2005) maintain that ‘rates of patient-initiated premature termination^^ in 
different forms of psychotherapy are consistently high’ (p.57). In a meta-analytic review of 125 
studies, Wierzbicki and Pekarik (1993) reported a mean dropout rate of almost 50% and 60% in 
child analysis^  ^(see Connell et a l, 2006; Midgley & Navidi, 2006). Authors regard a carefully 
negotiated ending as a significant feature of the therapeutic process; therefore premature 
termination poses a particular challenge to ‘effective’ therapy (e.g. Anthony & Pagano, 1998; 
Feller, 2009). Furthermore, some have called for client dropout rate to be used as an indicator of 
therapist performance with the idea being that ‘better practitioners provide better therapy and
Such terminations are also referred to in the literature as unilateral termination, discontinuation or dropping out 
(Ogrodniczuk, Joyce & Piper, 2005).
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one consequence would be a decrease in unplanned endings’ (Connell et a l, 2006, p.65). 
However, the link between client dropout and therapist performance is perhaps more complex 
and multifaceted (Hunt & Andrews, 1992). In sum, although current literature emphasises the 
need to further understand premature termination, there is a lack of empirical research 
investigating clients’ experiences of ending therapy prematurely (Knox et aL,2Q\\).
Research on termination in therapy has tended to focus on the therapist’s attitudes towards 
termination (e.g. Fortune et a l, 1992; Kramer, 1986; Quintana & Holahan, 1992) as well as 
what therapists consider important when working with sexual-minority clients (Garnets et al, 
1991, Milton, 1998). However, client and therapist termination experiences differ (Hunsley, et 
al, 1999). Furthermore, Roe et al, (2006) claim that research indirectly explores the reasons 
why clients terminate, failing to provide an insight into what really happens in therapy when 
clients decide to drop out. Knox et a l, (2011) attempted to readdress this using consensual 
qualitative research to analyse participants’ interviews about therapy termination. Knox et a l's  
(2011) participants were mental-health professionals, however Connell et al, (2006) maintain it 
is misleading to assume clients who dropout represent a homogenous group. Research indicates 
that sexual-minority clients have distinct therapeutic experiences (e.g. Cochran, 2001). For 
example. Pennant et al, (2009) maintain ‘there is evidence that LGB individuals have poorer 
health care experiences compared to the general populations, but the causes are not entirely 
clear’ (p. 193), highlighting a gap in research.
Premature terminations can result in therapists feeling rejected, undermining their confidence 
(Ogrodniczuk et al, 2005). Zukerman and Mitchell’s (2004) findings suggest that psychology 
trainees are not adequately prepared for therapy termination. Studies indicate that psychologists 
feel cautious when working with sexual-minority individuals, with some relating this to a lack 
of training (Doherty & Simmons, 1996; Mohr, 2002; Morrow, 2000; Murphy et al, 2002; 
Phillips & Fischer, 1998).
Aim
This qualitative research is based on sexual-minorty client’s description of their experience of 
premature therapy termination and aims to provide an increased understanding and greater 
clinical reality to the phenomenon of premature therapy terminations. This study could also 
inform the practice and training of those providing therapy. Advancing therapeutic providers’ 
understanding of sexual-minority clients’ actual experiences would potentially increase 
therapeutic participation rates, decrease dropout and improve outcome (Swift & Callahan, 2010).
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This study’s objective is to explore the subjective experience of client-initiated premature 
termination from sexual-minority clients’ perspective, expanding existing psychotherapeutic 
literature. The research will attempt to answer the following question:
What is sexual-minority clients’ experience of terminating therapy early?
Method
Design
Due to the lack of relevant literature on this phenomenon, as well as the aforementioned 
complex processes being conveyed in the literature, a qualitative approach was considered the 
most appropriate (Denzin & Lincoln, 2011). Linked with this reasoning and, given the gap in 
the research, thematic analysis was considered to be an appropriate methodology for this study 
for a number of reasons. Thematic analysis involves searching for themes that identify as being 
important to the description of the phenomenon, with the aim of providing a rich, detailed and 
complex summary across all of the data set, whilst striving to identify the key concepts and 
major themes within it thus complementing the research question (Braun & Clarke, 2006; Daly, 
et a l, 1997). As our primary focus is on themes/commonalities across the entire data set, rather 
than the detail of individual experiences (an IPA idiographic focus) thematic analysis was 
considered the most appropriate (Huxley et al, 2011; Smith et al, 2009).
Owing to the above mentioned lack of literature on sexual-minority clients’ experiences of 
premature termination in therapy, the analysis aimed for a rich description of the content of the 
entire data set in a ‘bottom up’ inductive way (closely informed by Braun & Clarke, 2006); 
therefore, identified themes were strongly linked to the data, thus staying close to participant’s 
language and sense-making practices (Boyatzis, 1998). Consequently the analysis invokes a 
hermeneutics of empathy by attempting to affirm the experiences of this marginalised group as 
valid and primary in understanding their therapeutic experiences (Huxley et a l, 2011). 
According to Huxley et al (2011), thematic analysis (unlike other qualitative approaches) 
places ‘a stronger emphasis on locating individual experiences within a broader sociocultural 
context, which we think is important for a study concerned with the experiences and 
perspectives of socially marginalised groups’ (p.418). Linked with this reasoning this study 
adopts a critical realist view in that ‘the way we perceive facts, depends partly on our beliefs 
and expectations’ (Bunge, 1993, p.231), thus allowing for the extraction of themes to come 
from an immersion in the data, without imposing too much interpretation or attempting to fit the 
data into theory; however, the social, therapeutic and interpersonal consequences of participants’ 
accounts is considered in analysis (Denzin & Lincoln, 2011; Madill et al, 2000; Willig, 1999).
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Therefore the researcher’s role, including her positioning, has also been recognised (Appendix 
A) as it is acknowledged that the researcher has an active role in co-constructing themes (Braun 
& Clarke, 2006).
Participants and Recruitment
Participants were recruited using purposive sampling, due to the specificity of the topic 
explored (Morrow, 2005). Four inclusion criteria were used: participants had to identify as 
lesbian, gay, bisexual or transgender; participants had to have been in therapy and participants 
had to have ended therapy earlier than initially expected. Participants were also not to have 
terminated therapy due to the reasons Ogrodniczuk et al, (2005) considered ‘appropriate’ (as 
mentioned above) for instance, therapist satisfaction, accomplishment of goals or circumstantial 
reasons.
A variety of recruiting methods were used. Most participants responded to an advertisement 
(Appendix C.) that was emailed to relevant organisations. The resulting sample was diverse in 
locality however as it was dependent on volunteers, volunteer bias means this sample is not 
random or representative (Terry & Braun, 2011); the samples specificity is acknowledged 
(Figure 1.).
Interested individuals were emailed an information sheet (Appendix D.) further describing the 
nature of the project. Prior to the interview participants were asked to provide their consent 
(Appendix E). After each interview time was permitted for debriefing (Appendix F). Six 
participants were recruited, two males and four females. Participants presented with a range of 
psychological difficulties (Figure 1.).
Figure 1. Participant Demographic Information (collected during the interview ).
Participant
Pseudonym
Age Sexual Identity^^ Number of sessions before 
terminating
Matthew 36 Gay Male Twelve
Kate 51 Translesbian One to five, on four occasions
Robert 48 Gay Five
Sarah 32 Lesbian Forty (approximately)
Susan 57 Transgender Lesbian Terminated after “months to a couple 
o f y  ears” on four occasions
Anna 24 Lesbian Five
Participants were asked to describe their sexual identity
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Ethical considerations
This study received a favourable ethical approval by the Faculty of Arts and Human Sciences 
Ethics Committee, University of Surrey (Appendix G.). Participants had an experience of being 
a client in therapy and had terminated therapy prematurely; therefore, they were considered to 
be a potentially vulnerable participant group. Distress potential was minimised by including a 
screening criteria and rationale for the study in an advertisement (Appendix C.), asking 
participants to think about their readiness to participate and alerting them as to why they may 
not be suitable. Participants were given a debrief sheet (Appendix F.), providing information on 
relevant support. Voice files and transcripts were securely stored on a password protected folder 
which will be destroyed once it serves its purpose. Participants’ identifying information is 
omitted and changed, ensuring confidentiality in accordance with data protection laws.
Interviews
Interviews took place in a confidential environment. Each interview lasted approximately fifty 
minutes and was digitally recorded. One interview was held over the telephone and two 
interviews were conducted via Skype.
Data was collected using a semi-structured interview schedule (Appendix B.). Open-ended 
questions aimed to capture each participants’ experience of prematurely terminating therapy, 
thus informing the over-arching research question (Braun & Clarke, 2006). Additional prompts 
and clarifying questions were added to elicit rapport and information. Initial questions were 
broad and aimed to get an insight into the participants’ experience by asking participants to 
recount their experience and reasons for terminating therapy, before inviting them to focus on 
specific detailed descriptions, including thoughts and feelings.
Analysis
All five interviews were analysed using inductive thematic analysis and aimed to identify 
themes within the ‘explicit or surface meaning of the data’ (Braun & Clarke, 2006, p.84). Braun 
and Clarke (2006) identified six phases of thematic analysis and recommend that each is 
conducted across the entire data set, as the primary emphasis in on themes/commonalities across 
the data (Huxley et ah, 2011). However, it is noted that the researcher engaged in a process of 
‘constant moving back and forward between the entire data set, the coded extracts of data... and 
the analysis, allowing for an increasingly ‘bottom up’ approach (Braun & Clarke, 2006, p.86). 
Initially the researcher familiarised herself with the data by transcribing and repeatedly reading 
the interviews, taking note of any initial ideas. The second phase involved working through the 
data, which allowed the researcher to identify what was interesting in the data, coding for as
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many ‘potential themes/pattems as possible’, as suggested by Braun and Clarke (2006), 
generating an initial set of codes (p.89). These refer to interesting features that capture a 
semantic and conceptual level reading of the data in meaningful text units, prior to interpretation 
(Boyatzis, 1998). These were matched to relevant data extracts and the same unit of text could 
be included in more than one code.
The third phase centred on generating potential themes, by considering and organising the 
different codes into broader-level individual themes in order to create a coherent and 
meaningful pattern in the data. This was done by printing the codes (of which there were more 
than two-hundred) along with their extracts and ‘organising them into theme-piles’, allowing the 
researcher to start thinking about the relationship between the different themes and sub-themes 
(Braun & Clarke, 2006, p.89). Reviewing and refining these initial themes in order to generate 
a thematic map of analysis occurred in phase four, with the aim of ensuring themes cohered 
together meaningfully whilst being distinct from one another. The fifth phase entailed 
continuously defining each of the four over-arching themes that were felt to capture the 
phenomenon of termination. This included a naming of the themes and subsequent sub-themes 
and the creation of clear definitions across themes. Stages four and five entailed a further 
refinement of theme definitions, in order to provide a clearer, distinct understanding of how 
well themes fitted together and a thematic map was subsequently produced. This was an 
important (as well as time-consuming) stage of the analysis and resulted in several amendments. 
Furthermore, it is important to note that the researcher, in accordance with Braun and Clarke’s 
(2006) suggestion that themes ‘capture something important in relation to the overall question’ 
(p.82), did not necessarily choose themes due to their prevalence but rather on whether they 
captured something relevant and meaningful in the data, focusing on the nature of the clients’ 
experience.
Once the researcher was satisfied with the overall ‘story’ that the themes told about the data, the 
analysis then moved onto the sixth phase. In this stage, the themes were subsequently outlined 
in a way that aimed to provide a ‘concise, coherent, logical, non-repetitive and interesting 
account of the story the data tell-within and across themes’ (Braun & Clarke, 2006, p.93).
Evaluation Criteria
The quality of the research can be evaluated using Yardley’s (2000) criteria. The study aims to 
be ‘sensitive to context’, ‘committed and rigorous’ in engaging with the data as well as 
‘transparent and coherent’. The researcher attempted to uphold this by including a large amount 
of raw data and by providing a clear account of the analytic process, with the aim of illustrating 
transparency to the analytic claims and rigour to the method used, encouraging the readers to
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evaluate the themes reliability and validity (Boyatzis, 1998; Braun & Clarke, 2006; see 
Appendix J). The researcher familiarised herself with current and relevant literature. The 
researcher also invited her supervisor to evaluate the applicability of the codes and themes to the 
phenomenon captured in the raw data (Fereday & Muir-Cochrane, 2006).
Results
Four over-arching themes were identified during the analysis (Appendix. H):
• “Didn't have any kind of knowledge”: Conceptualising the therapist as not being 
informed
• “I just don’t think we are meshing”: Relationship obstacles
• “I was thinking ‘you don’t know what you are doing, enough is enough”’: Recognising 
therapy as unhelpful
• “Time to move on”
Initially, participants discussed the therapist’s short-comings as well as their perception of the 
therapist’s credibility, before progressing towards an evaluation of how their experience 
impacted them, typically leading to the decline of the therapeutic relationship. Participants 
increasingly felt disappointed and frustrated, and considered how they could ‘manage’ their 
experience resulting in their terminating therapy prematurely.
Ellipsis points ... indicate a pause in speech. Brackets with ellipsis points inside [...] indicate 
speech omissions.
“Didn’t have any kind of knowledge”: Conceptualising the therapist as not being informed
The process of developing the themes produced a reoccurring account of the participants’ 
perception and evaluation of their therapists’ understanding. In a somewhat cyclical process, the 
participants perceived their therapists’ as lacking in knowledge. This was predominately 
perceived through the therapists’ demonstrable skills, qualifications and attitudes. This typically 
resulted in participants feeling disappointed, leading on to more global frustrations with and 
doubts about their therapists’ professionalism and training.
Therapist lacked “a basic knowledge”. Robert emphasised the participants’ experience of the 
therapist as lacking in knowledge, ’‘‘she certainly lacked experience and um, depth o f  knowledge 
in her chosen fie ld  [...] which was pretty disappointing”. Sarah went on to explain that her 
therapist’s knowledge and experience was so limited that it undermined the therapist’s position, 
“I  fe lt I  knew more than she did, I  was the one in control, which was a total reversa l” - a
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position that could be potentially unsafe for the participant. Most of the participants specifically 
referred to the therapist’s lack of knowledge about sexuality. Sarah concluded that her therapist 
“really had no cultural competency o f queer people at all” and felt that “she didn’t know what 
to do when I  came out, so that was sad”, highlighting the common linkage in the participants’ 
accounts between therapist knowledge and awareness of sexuality and feeling understood, 
whilst typically fi*aming the therapists as being responsible for having the appropriate 
knowledge. This perception of the therapist’s lack of knowledge was discussed as fundamental 
and pivotal to participants not engaging with, or staying in, therapy. This is underscored by 
Kathryn, “the counsellor never had that knowledge to understand me and I  would waste the 
session [...] I  need someone to understand and not just sit there and [...] have NO idea what you 
are on about [...] two sessions and then Ifinish [...] ”.
Doubting the therapist's skill. Participants reported a spectrum of misgivings about the 
therapist’s therapeutic skills. Robert insisted “she certainly didn’t come across as skilful with 
the questions or guiding me ” leading to a sense of unease. Anna went on to share a sense of 
endangerment linked with this experience, which led to her subsequent withdrawal, “he kept 
touching my knee and at one time he hugged me [...] which wasn 7 very welcome, so I  stopped”. 
Skills specific to working with, being sensitive to and respecting the participants’ experiences 
and identity were also considered lacking, “I  didn 7 know at the time what word I  was going to 
go with. She kept saying the word bisexual and I  was like that was a little weird” (Sarah).
Questioning the therapists' training. The therapists’ lack of knowledge and skilfiilness 
consequently led participants to have reservations about their therapists’ training. Reflecting on 
what she felt was an odd comment Sarah asked “what training do you get where you think that's 
the first thing you say to someone when they come out? ” Robert similarly engaged in a process 
of questioning the therapist’s training and qualifications, “I  was very disappointed with the 
governing body that she was with, she was supposed to have taken all this training” and 
wondered if “the exams were too easy ” giving rise to a sense of scepticism and firmly placing 
the responsibility on the therapeutic training organisations and bodies. Kathryn suggests that 
this emphasis on training was perhaps an attempt to infer and control for the therapists 
knowledge, thus increasing her ‘chances’ of being understood “if they have not got enough 
qualifications to deal with it [...] I  would rather deal with my issues rather than having to 
educate a counsellor over the differences”. Participants expressed the need for a therapist to 
engage in further training in order to improve both their general therapeutic knowledge as well 
as knowledge of sexual minorities. Anna clearly explained that her therapist “would have 
benefitted from sensitivity training, to try and change the language he used and not to dismiss 
distress ”.
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“I just don’t think we are meshing”: Relationship obstacles
This over-arching theme incorporates the participants’ understanding of the obstacles they 
encountered in therapy. The participants’ accounts were principally constructed and delivered 
with the intent of publicising the therapists’ short-comings. Interconnected with the participants’ 
experience in the previous over-arching theme, the participants’ experienced the therapist as 
placing their own assumptions and agenda onto the participant. This undermined rapport and 
limited their ability to collaboratively create meaning, giving rise to participants’ feeling 
uncomfortable and unsafe corresponding with an interrelated decline in the therapeutic 
relationship.
“Therapist is making assumptions”. All participants felt that their therapists made incorrect 
assumptions, giving rise to a sense of incongruence. According to Anna, when attempting to 
talk about a distressing situation, “he said [...] it’s nothing, just ignore it even though it was 
really bothering me”. Matthew also experienced his therapist as constructing his own 
understanding, an understanding which was different from Matthew’s, “just assumed I  was 
going to have a long period o f time with him ”. Several participants experienced their therapists 
as making assumptions about their sexuality that perhaps resonated with participants’ perception 
of the wider society. Susan refers to this, where it seems several of her therapists held ideas 
around identity dichotomy, leaving her feeling increasingly exasperated, “you are talking about 
the transgender thing and they would tum around and tell you what your issues are. I  would say, 
‘how would you know?’ [...] they seemed to think you weren’t really transgender i f  you still 
wanted to sleep with women”. On ‘coming out’ to her therapist Sarah explained that her 
irritation was also linked to her therapist’s assumptions, which verged on heterosexism,^^ giving 
rise to an increasingly invalidating experience:
I  mean you ’re a woman you could have a child. I  burst out laughing, what planet are you from, 
the fifties, that’s still hilarious to me [...] you know, the whole time I  had been in therapy I  have 
never talked to her about kids [...], clearly that was about her
“You want to talk about this and I  want to talk about that”. Participants talked about how the 
therapist pushed their own agenda, with little regards for the participants’ therapeutic needs. 
Robert experienced this as dismissive, “I  felt she was working towards a personal ambition 
rather than working towards helping me ”. Susan explained “I  feel that I  have one issue on my 
mind, that’s more important to me, but the therapist is hung up on something entirely different 
that feels o f no importance to me ”. These experiences highlight the presence of a therapist who 
was essentially therapist-CQnixcd, as signalled by a frequent use of “the therapist” “she”
^  Heterosexism “the assumption that heterosexual orientation is the norm”. (Pennant, Bayliss & Meads, 2009, p. 198).
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(versus) "me”, strengthening their feelings of exasperation and a sense of aloneness. Kathryn 
expands on this, indicating how she has had to adapt to this inflexibility "I have had to adapt to 
the counsellor rather than the counsellor adapt to me” further positioning the therapist as 
‘dominant’.
In conjunction with the participants’ experience of the therapist as imposing their own 
assumptions and agenda, participants also talked about how this presented further therapeutic 
relationship obstacles.
“...it might have been a missed opportunity”. In therapy, participants noted that their 
experiences were not fully discussed and explored; this made them feel misunderstood and that 
their needs were ignored, limiting the presence of a meaningful dialogue. Matthew maintained 
“if  we had o f talked about it, it might have opened the door to something that would have made 
me think”. Participants predominately conceptualised this as being a result of the therapists’ 
failure to attend to and be interested in what they were saying, “/  tried to discuss that with him 
but he just waved it off” (Arma). Robert similarly framed this as being the therapist’s ‘fault’, 
insisting, “she did not pick up on certain areas ”. Sarah reflected on the impact of this “it would 
have been so much better i f  she had o f said ‘tell me about this ’ ”.
“It didn’t feel right”. All participants began to evaluate the felt sense of their experience and 
alluded to a sense of unease. Anna noted that she “felt very uncomfortable in the session, very 
uncomfortable after the session ”. In a similar vein, Sarah talked about the loss of a feeling of 
safety, “I  thought she is a safe person, she gets me, Ifeel safe with her and then all o f a sudden 
I  didn’t feel that way with her”. Robert recounts “I  should be feeling different after our 
sessions”. These extracts illustrate the pivotal and central role that feelings - or indeed an 
absence of particular feelings - can have on the therapeutic relationship as well as the 
participants’ engagement in therapy as highlighted by Kathryn, “because I  didn't feel safe in the 
therapy relationship I  didn't go any further into it” illustrating a connection between 
uncomfortable feelings and a sense of doubt, which gave rise to a sense of disconnect.
The participants’ experiences were largely constructed in terms of their therapists’ short­
comings. These challenged the therapeutic relationship and strengthened participants’ feelings 
of disillusionment and dissatisfaction. As a result participants increasingly evaluated how these 
obstacles impacted them.
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I was thinking ‘you don’t know what you are doing, enough is enough’”: Recognising
when the therapy is not helping
This theme captures a process whereby participants evaluated their therapists’ input and 
concluded that the therapist was neither listening nor helping and therapy was neither 
progressing nor meeting their needs and expectations. Participants spoke about engaging in a 
process similar to a cost-benefit analysis, based on how their experience impacted the self, as 
demonstrated by an emphasis on the pronoun “I ” and how this led to a growing and almost 
irreparable deterioration in the therapeutic relationship culminating in an almost overwhelming 
need to leave.
“I  really felt I  wasn^t gaining anything”. The feeling of stagnation was eventually recognised 
by all of the participants. They gradually began to question and doubt whether therapy was of 
benefit to them. Reflecting on his experience, Robert queried, “had we gone anywhere that was 
worthwhile? And I  had to conclude that there wasn’t ”. Matthew also despairingly noted that 
“there was nothing new and wanting to go somewhere else ”. For participants this experience of 
not gaining anything was associated with such a lack of improvement that terminating was 
preferable, as Anna illustrated, “I  felt a lot worse [...] he was making me feel so horrid that I  
just stopped turning up andfelt better”.
“I  didn’t feel this was particularly helpful”. Coupled with the participants’ experience that 
therapy was not going anywhere was their belief that the therapist, “was not going to be able to 
help” (Sarah) and that therapy “wasn’t very helpful” (Anna). This sense of unhelpfulness 
further undermined the participants’ confidence, as explained by Robert “I  was looking for 
something [...] that would help me through the depression [...] that certainly didn’t happen”. 
Kathryn expanded on this feeling of discontentment, '"'‘never found a counsellor who could 
help”, which reinforced the participants’ decision to terminate, '‘'’she wasn't going to be able to 
help me with it so I  was going to have to find someone else” (Susan). This suggests that the 
participants’ decision to leave therapy was not only an expression of their dissatisfaction, but 
signified a desire to regain control by choosing to leave.
didn’t feel heard”. Several participants talked about an experience whereby they perceived 
the therapist as not listening to them further undermining the collaborative nature of the 
therapeutic relationship. This experience was typically discussed as a consequence of their 
evaluation of the therapist’s lack of understanding and promotion of their own agenda and 
assumptions, as explained by Anna, “it made me feel even more lonely because the person that I  
was going to talk to wasn't listening”. Susan went on to describe how this experience can cause 
a rupture in the relationship and was central to her decision to end therapy “7 just don't feel you
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are listening to what I  have to say, and that's how I  usually ended it [...]! have been through a 
good half dozen therapists and none o f them ever really listened”.
“I  didn’t expect it to be like that”. Participants entered into a process where they began to 
compare, evaluate and conceptualise their experience in terms of what they had anticipated, 
only to find their experience failed to meet their expectations, giving rise to a continuing sense 
of distress, as Robert clarifies, “I  didn’t expect to come out feeling confused and somewhat 
bewildered [...] would have expected her to have been able to pick up on certain areas”. 
Sarah’s experience of this was related to her therapist’s lack of understanding regarding her 
sexuality. Sarah reflected that she, “just thought very naively that people are smarter or better 
than that, but that’s obviously not true ”. Anna echoed this, “/  had just assumed the person I  was 
seeing would be fine with it, I  assumed incorrectly”. Anna and Sarah’s experience fostered the 
development of a more general negative expectation of therapy, and perhaps even linked to a 
wider perception of society’s acceptance of sexuality more generally. In a similar vein, 
Kathryn’s experience led to a more broad sense of distrust and hopelessness “from experience, 
they are not going to deal with the issues I  am looking fo r”.
The participants’ evaluations of therapy gradually extended to incorporate a process whereby 
they engaged in bringing their experience to an end, perhaps allowing them to regain a sense of 
control over, and responsibility for, their increasingly unhelpful and invalidating experiences.
“Time to move on”
This over-arching theme reflects the participants’ conclusion that the therapist and therapy was 
not going to meet their needs and expectations. Fuelled by their increasing pessimism, the 
participants considered it timely to end. The subthemes elucidate the decision-making process 
participants engaged in and the strategies they employed when terminating therapy, an 
experience marked by complexity.
The complexity in deciding to end. This theme incorporates the participants’ decision-making 
process when leaving therapy. For Matthew, this was a gradual process: “for about eight weeks, 
I  [...] thought ok, time to try something new, then, a bit further, like ten weeks I  [...] made my 
mind up that I  will end”. Anna similarly experienced this progression where, despite her 
negative evaluation, she “didn’t want to give up straight away ”. Incorporated with this need to 
make sure that ending therapy was the ‘right’ decision, participants also engaged in a ‘testing 
out’ process. Robert gives an example of this: “to give her an opportunity to show her metal I  
carried on for the fourth and fifth to make sure [...] giving her a lot o f string to be able to hang 
herself’.
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Although some participants decided to leave therapy gradually, evaluating their experiences and 
‘testing’ their therapist prior to leaving, for other participants the decision to leave therapy 
occurred quickly and abruptly. This sense of urgency seemed to be commonly associated with 
the therapist’s lack of acceptance of the participants’ sexuality. Kathryn felt, “if  they are not 
going to be OK with me being a transvestite than forget it, there’s no way I  am going to go on 
with anything else”. Sarah referred to a similarly rapid decision, “I  came out [...] I  went to my 
counsellor [...] she was totally baffled and in over her head and didn’t know what to do. I  sat 
through the entire session, I  didn’t get up and leave, but that was the end o f that therapy ”.
The challenges in disclosing “the reasons why”. Most of the participants did not fully disclose 
the reasons that led to their decision to terminate. Kathryn said that she “makes up an excusable 
story, you can gloss over certain parts...[...] you live your life a lie you perhaps become good at 
delivering that lie, and that means the counsellor can think, ‘oh I  must be a good counsellor I ’ve 
managed to get them better within 3, 4, 5 sessions
Although some participants, like Kathryn, informed their therapist that they were leaving 
therapy, they did not fully disclose their frustration with the therapist and therapy, resulting in 
the therapist being unaware as to why the client terminated therapy prematurely. Robert 
highlighted that sometimes this was done with the aim of protecting the therapist, “I  didn’t say 
that I  thought it was down to her not being very good [...] I  didn't (laughs) want to upset her”.
Others participants “didn’t let them know...I was so low I  just couldn’t face anything that was 
vaguely stressful” (Anna). Sarah similarly terminated without giving the therapist any warning 
or reasoning maintaining, “makes me really anxious a conversation like that”. Anna and Sarah 
cited the protection of their own vulnerability as the reason why they did not inform the 
therapist about their dissatisfaction and decision, opting to convey this through their non- 
attendance.
Mixed therapist reactions. Kathryn was surprised by her therapists’ lack of reaction when she 
informed them that she wanted to terminate therapy, “they have never actually come back with 
anything, they have never have raised anything". Matthew was also surprised and portrayed the 
therapist as being somewhat annoyed, “he was surprised and he actually seemed angry to me 
[...] I  kind o f thought he didn’t take it very well”. Susan similarly considered her therapist’s 
reaction as being somewhat defensive, potentially verging on hostile, “they start questioning 
you that you are questioning them as a professional”. It is perhaps also important to note that 
Matthews’s therapist suggested, “it maybe wasn ’t a good idea to end like that, I  wanted to end it 
the following week but he said it might be a good idea to have two more sessions ”. This allowed 
the therapist and Matthew to have a further discussion about his experience of therapy which
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Matthew constructed as a learning process, “we were able to look into it a little bit [...] so a lot 
o f good stuff came out [...] I  learnt a lot from having ended”
When talking about their experiences of terminating, some participants spoke about a hesitation 
around re-entering therapy whilst wanting to address what they had been unable to in their 
previous therapy, “I  wanted to deal with the sexuality and gender [...] in that case I  look for  
another counsellor” (Kathryn).
“I ’ve vetted the new person”. Four of the participants reported that they engaged in therapy 
with another therapist. This process was strongly influenced by their previous therapeutic 
experience. Anna reflected that “it took a long time to go back to counselling [...] it made me 
very nervous”, highlighting the legacy of a negative therapeutic experience. Participants 
reported being more informed about their choice of therapist, “after the other therapy, I  sort o f 
knew what to look fo r” (Matthew). Sarah similarly asserted “I  vetted the new person a little 
better”. This “vetting” process seemed to relate to the participants’ need for their expectations 
to be met along with giving them an increased position of power in an attempt to safeguard the 
self from danger. This is explained by Kathryn when she says “I  specifically looked for 
someone [...], who knew about sexuality, knew about gender issues and someone who could 
deal with the abuse, all important topics to me ”.
Discussion
The participants’ therapeutic experiences highlight how therapy changed from a source of hope 
to a dissatisfying experience. This undermined therapist-client communication and the 
therapeutic relationship itself, giving rise to a sense of aloneness and disappointment for the 
participant and an increasingly definitive ‘need’ to leave. According to Fassinger (1991), 
researchers must ‘work to develop attitudes, knowledge and skills necessary for effective 
scientific and therapeutic work’ (p. 171). It is proposed that by focusing on the subjective 
experience of sexual-minority clients, this study enriches current research by providing an 
increased insight into sexual-minority clients’ experience of dissatisfaction in therapy, the 
context in which this occurs and how this links with client-initiated therapy termination (e.g. 
Alcazar Olan et al., 2010; Burkell & Goldfried, 2006; Epperson et al, 1983; Glass et a l, 2001; 
Knox et al., 2011; Kolotovic & Tracey, 1990; Reis & Brown, 1999; Safran et al, 2009).
Barriers to collaborative communication
The participant’s strongly described the therapist as lacking in important qualities and key 
characteristics. Participants experienced what they perceived to be the therapist’s lack of 
knowledge and ambivalence about their sexuality and presenting concerns; they also
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experienced the therapist as holding assumptions about their client and their sexuality. At times 
this was perceived as a form of overt or covert (Shelton & Delgado-Romero, 2011) 
heterosexism, whereby the therapist did not value, affirm or understand the client’s experiences 
and sexuality, occasionally resulting in participants not integrating their sexuality and 
experiences with other aspects of the self. This served to maintain and increase their distress 
typically fostering the development of an increasingly uncomfortable and unsafe environment, 
in which participants lacked confidence in their therapist and lost faith that the therapy was 
going to be a source of help, in line with current research (e.g. Eubanks-Carter et a l, 2005; 
Liddle, 1996; Liddle, 1999; Pennant et al, 2009).
Participants commonly claimed that it was difficult to challenge the therapists’ ‘influence’. This 
possibly links to an inherent power imbalance between therapist and client, as well as with this 
marginalised group more generally (Davies, 1996; Shelton & Delgado-Romero, 2011), where 
participants reported (and interpreted) the rapid detection of anti-affirmative ‘signs’. When 
therapists’ failed to meet the participants’ expectations, the participants’ described feelings of 
disappointment, bewilderment and anger. Part of this process also involved the participants’ 
assumptions and fears about society in general being activated, thus placing the participant in an 
increasingly vulnerable position. This served to impact therapy and the participants’ decision to 
abruptly leave. Going beyond the immediate reported experience, it is therefore suggested that 
the participants’ withdrawal and subsequent “vetting” were ways of regaining control, 
protecting the self from harm and taking back responsibility (e.g. Bernstein 2000; Leobolt, 
1999). This process perhaps connects with an almost inherent position of threat. These inherent 
fears seem to have been sustained by participants’ therapeutic experience, fostering the 
perception of an environment that lacked safety and a resulting need to protect the self from 
harm (Liddle, 1997; Owens et al, 2007).
An unhelpful relationship
The perception of undesirable therapist qualities resulted in the participants’ evaluating how 
their experience impacted them. The participants’ deemed their therapeutic relationship as 
being wwhelpful and wwproductive and this served as a catalyst in their decision to terminate. 
This underscores how the participants’ decision to withdraw from therapy is not necessarily a 
display of resistance (e.g. Westra, 2010) but a reflection of a declining therapeutic relationship. 
Indeed, termination was largely indicative of a breakdown in the relationship, to a point where 
participants considered it beyond repair (e.g. Knox et a l, 2011; Kolotovic & Tracey, 1987). 
Possibly, this corresponds with suggestions that individual differences amongst therapists 
predicts alliance quality and success (e.g. Garnets et al, 1991; Strong, 1968; Wampold, 2001)
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and that clients who end therapy prematurely experience a weaker therapeutic relationship, 
reflecting research which indicates the therapeutic relationship as the strongest predictor of 
engagement (e.g. Bachelor, 1995; Horvath & Bedi, 2002; Kokotovic & Tracey, 1990; Wampold, 
2001). Therefore, rather than isolated factors, the quality of interaction between therapist and 
client is possibly more decisive in predicting premature therapy termination (Joyce et al, 2007). 
Highlighting a potential limitation in exploring distinct variables (e.g. Burkell & Goldfried, 
2006) as it is suggested that these perhaps fail to capture the multifaceted nature of a client’s 
experience of the relationship, particularly emphasised in the over-arching theme “I  just don’t 
think we are meshing”: Relationship obstacles. This study accentuates the importance of 
fostering an affirmative therapeutic alliance and the essential qualities this affords from the 
outset; a prerequisite that perhaps relates to this client group’s marginalised status (Hicks & 
Milton, 2010).
Moreover, the participants’ experience significantly impacted and undermined their trust in both 
the therapist and the therapeutic world more generally (e.g. Pennant et a l, 2009). This relates to 
Clark’s (1987) assertion that ‘the lesbian/gay person will not truly accept help until a bond of 
trust has developed’ (p.221). Based on the analysis it is suggested for therapists to spend time 
assessing their client’s preferences, perceptions and expectations, facilitating communication 
and counteracting any potential fears, in order to limit the possibility of therapeutic ruptures.
The complexity in terminating
Terminations were typically a unilateral decision made by the participants. The participants’ 
commonly avoided discussing their feelings, difficulties and reasons for ending with their 
therapist (Renk & Dinger, 2002; Roe et a l, 2006). It is therefore probable that the therapists’ 
remained unaware of their potential role in the clients’ decision to terminate therapy which 
could hold important implications, particularly in terms of their engagement in further training 
(Hunsley et al, 1999). What is also interesting to note is that participants’ did not experience 
the therapist as engaging in a collaborative discussion about their dissatisfaction or decision to 
end. The one participant who was encouraged to stay for more sessions before leaving 
conceptualised the experience as a learning experience and a process for growth, perhaps 
underscoring the need for therapists to remain open to and engage with the possibility of client 
dissatisfaction and relationship ruptures (Anthony & Pagano, 1998; Quintana, 1993). This line 
of reasoning therefore assigns an increased level of responsibility to the therapist, a positioning 
that was echoed throughout the participants’ accounts. Indeed, attending to clients’ growing 
dissatisfaction, even if this is not openly disclosed by clients, may facilitate clients’ 
understanding of this experience and even reduce drop-out rates. By adopting this more
180
reflective and curious stance, therapists can also explore how they themselves might have 
played a role in this, thus setting a therapeutic tone which fosters enhanced conversation, 
corresponding with Joyce et a l ’s (2007) suggestion that ‘when clients fail to express negative 
feelings about their experience of being in therapy [...] they often report acting them out by 
leaving’ (p. 154).
Training
Phillips (2000) maintains that misinformed clinical practice with sexual-minority clients is 
common despite growing literature. This study adds a novel insight into the nuances and real- 
life experience of less-than-ideal therapeutic experiences with sexual-minority clients, enriching 
research on therapists’ views on good practice (Garnets et a l, 1991, Milton, 1998) as well as 
informing therapeutic guidelines (BACP, 2007; Davies, 1996; Shaw et al, 2012) promoting a 
scientist and practitioner position. Milton and Coyle (2003) maintain that ‘exemplary practice is 
dependent upon exemplary training’ (p.490). The analysis identified several themes that are 
generally amenable to change, which is encouraging; highlighting that appropriate training can 
guide therapists when working with sexual-minority clients, by attending to their own biases 
and assumptions corresponding with Joyce et a l ’s (2007) assertion that premature terminations 
‘occur unnecessarily and are potentially avoidable’ (p. 134).
The participant’s language increasingly attributed the responsibility (and perhaps implicit 
irresponsibility) for creating a safe therapeutic environment to their therapists. Participants 
emphasised the need for therapists to have general therapeutic knowledge and skills in addition 
to knowledge related specifically to sexual-minority individuals (e.g. Burkell & Goldfried, 2006; 
Davies, 1996; Dillian et al, 2004; Israel et al, 2008). The findings in this research suggest that 
rather than a mere toleration of difference trainees and therapists should actively engage in 
continuing professional development, reflect on their own language, assumptions and values 
and remain curious to their clients’ experiences, in addition to attending to societal attitudes 
and prejudices around sexuality. This is important given that the participants in this study 
described noting anti-affirmative indicators in their therapeutic relationships. This encourages 
the adoption of an open and gay-affirmative positioning where therapists do not conceptualise 
pathology as a result of sexual orientation (Panchankis & Goldfiied, 2004), a proactive 
engagement that was also suggested by participants, highlighting the value clients put on 
therapists who have educated themselves. This awareness of a pluralistic notion of identity, 
where meaning is constructed with clients and attention is placed on diversity, is encouraged by 
counselling psychology (Hicks, 2010). This call is consistent with counselling psychology’s 
ethos, which advocates the need for therapists to develop their awareness (Hicks & Milton,
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2010) and according to Shaw et al., (2012) an examination of one’s ‘own beliefs around 
sexuality and sex are essential for an applied psychologist to be able to work effectively with 
clients from sexual minorities irrespective of the setting and theoretical approach’ (p.69).
Limitations andfurther research
The study was reliant on the participant’s ability to remember details of their therapeutic 
encounters and relationships. A variation in the length of time since participant’s experience of 
termination and number of therapy sessions they had attended existed, perhaps shaping 
participants accounts and experience of prematurely terminating therapy (e.g. Hardt & Rutler, 
2004). A variation that is similarly found as well as being considered as a potential limitation in 
current termination research (see Midgley & Navridi, 2006). Although the researcher initially 
attempted to control for these due to a struggle in recruitment this was discontinued.
Cochran (2001) maintains that sexual-minorities are an increasingly hidden minority, with 
research relying on convenience-based sampling of those who are reachable through sexual- 
minoiity networks. No participants identified as bisexual; bisexual individuals experience a 
‘double discrimination’ (Shaw et al., 2012, p. 22) and elevated mental health difficulties (Jorm 
et al, 2002). The participant sample of six was small, furthermore, as this was part of a doctoral 
study the data was coded by one person and then discussed with a supervisor. Whilst this 
allowed for consistency in the method, possibly this also failed to provide multiple perspectives 
(triangulation) when analysing the data (Fereday & Muir-Cochrane, 2006). However one could 
say this is not the ‘purpose’ of this methodology and consequentially the value of these accounts 
should not be underestimated, especially as the findings are broadly consistent with current 
literature nevertheless it can also be noted that a critical realist stance suggests that findings are 
‘somewhat’ generalizable given the flexibility and relatively unstructured nature of the data.
This study attempted to explore LGBT clients’ experiences of client-initiated premature 
termination. Eliason (1996) criticises the current understandings of sexual minority identity as 
being ahistorical and atypical and argues that this leads to an assumption that sexuality can be 
studied as a discrete entity without regard for other sociological categories; a criticism that can 
perhaps be directed at this study. Furthermore, this study does not provide evidence of a causal 
link on the impact of these experiences on, for instance, presenting problem, rather identifying 
that terminating therapy is a multifaceted process that could hold potential wider impacts. As 
the participants’ accounts were based on a purposive sample, participants were perhaps more 
inclined to locate their dissatisfaction in therapy and their decision to terminate solely in the 
therapists’ shortcomings. Given that therapy is co-constructed, it would be interesting to hear 
about the experiences of the therapists’.
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Conclusion
According to Moon et al. (2012) ‘the BPS believes people of all genders and identities should 
be regarded as equal members of society and protected from potentially damaging therapies’ 
(p.l). By providing a voice to sexual-minority clients’ understanding of their experience, this 
study aims to enrich current research on their experience of therapy, therapists’ contribution to 
this and current strategies and ethical practices for working with a range of sexual identities. 
Davies (1996) maintains that ‘all gay people have experienced some form of oppression’ (p.31). 
The results of this study indicate that this oppression is arguably not a thing of the past. It is 
therefore hoped that a better understanding of the obstacles and experiences presented will 
allow for a more informed discussion, serving as a caution to the therapeutic world more 
generally, as it is naively foolish for therapists not to question their own understanding of 
sexuality and how this potentially impacts clinical practice.
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Appendix A. Reflections on the use of self
Braun and Clarke (2006) maintain that the researcher is “active in the research process; themes 
do not just emerge” (p.96). The researcher’s positionality in this study will therefore be 
discussed, as it is clear that my own attitudes and experiences have impacted the research, from 
defining the questions, to the themes highlighted and recommendations made.
Why this topic?
My second year doctoral research explored sexual-minority clients’ experiences of finding a 
personal therapist and beginning therapy. During my search for participants, a number of 
individuals communicated an interest in sharing their negative experiences of dropping out of 
therapy. I was curious to hear their story and felt guilty at having to turn them away, as my 
research focussed on clients’ predominately good/positive experiences. I felt increasingly 
compelled to give this important experience a ‘voice’ in my future research.
I was also drawn to this topic because I myself terminated therapy with my first therapist after 
one year. I felt fiaistrated with, and misunderstood by, this therapist. I believed that I was not 
really gaining anything and am mindful of how difficult it was for me to decide to end our 
sessions. Like most of my participants, I too avoided fully explaining why I wanted to end 
therapy to my therapist. I came to realise that other trainees on the course also shared this 
experience and I became increasingly curious as to how this phenomenon was understood by 
others and indeed myself.
I think that as a trainee counselling psychologist, a part of me also wanted to increase my 
understanding into what goes on for clients who end therapy prematurely and how I (as their 
therapist) potentially play a role when they drop out of therapy. I recall two clinical experiences 
related to premature endings. In my psychodynamic placement, my young male client would 
repeatedly ask for practical information on how to stop smoking cannabis. I felt fimstrated and 
unable to give him what he ‘needed’ and expected from therapy. I also became increasingly 
aware of his feelings of dissatisfaction with me and with therapy and indeed after a few sessions 
he dropped out of therapy with no prior-warning. The second client was a fifty year old 
bereaved woman who reported being dissatisfied with her previous experience of therapy, 
resulting in her terminating therapy after four sessions. I was surprised and at times astounded 
when listening to her experience with this therapist and was actually not surprised that she had 
ended her sessions with this therapist. Both these client-initiated terminations stirred up their 
own difficult feelings in me, including not being good enough for my clients, abandonment, as 
well as a further interest in this process. Furthermore, at my third year placement in a
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Community Mental Health Team client dropout was noticeably constructed as being a result of 
the clients’ “diagnosis” or “motivation”, which seemed to absent the health provider from any 
responsibility.
More specifically I wondered how minority group members, who Lofthouse (2010) suggests 
present the therapist with a “brief gust of discomfort [...] which is worthy of serious and 
sensitive discussion”, might experience dissatisfying therapeutic experiences (p.229). For me, 
minority clients create a cascade of assumptions around language, perceptions and expectations 
due to the complexities inherent within the dynamics of difference and diversity; a stance that is 
influenced by my own experience of growing up as a Roman Catholic in Northern freland. I 
wondered how sexual-minority clients experience these potential dynamics within therapy and 
the therapeutic relationship, with the aim of furthering my own understanding and practice.
Research process
When writing the research proposal and carrying out the interview and analytic process I 
specifically did not read my second year research in an attempt to increasingly bracket my own 
assumptions and expectations. However, this did have an influence on my interviewing; I 
noticed that I would become increasingly interested in the participants’ experience of finding 
their therapist and beginning therapy, as this perhaps felt like familiar ground. Furthermore I 
also came to understand that I would not pursue some experiences that emerged as I assumed 
that I perhaps aheady knew enough about them and was therefore at risk of asking more leading 
questions as a result of this. This particularly occurred around participants “vetting” experience, 
which in hindsight was somewhat similar to the theme of “testing out” that I had proposed last 
year.
I was increasingly alarmed and shocked by what I was hearing about therapists’ practices and 
would often adopt an empathie stance as the interviewer, one that perhaps felt more familiar and 
comfortable in the presence of distressing stories. Indeed my shock and at times anger in 
response to what I heard and the practices of some therapists did alarm me, perhaps linking with 
the emphasis I have placed on further training and reflection, as well as my increasing tendency 
to report the ‘events’ participants experienced throughout the paper. I also began to understand 
that this is largely why participants decided to participate in the research themselves. It is 
interesting to note that after I had given the initial themes to my supervisor he had concerns 
about the negative and judgemental tone of the themes. He wondered if I was perhaps ‘overly 
blaming’ the therapists and losing my critical capacity, and I in turn wondered if he was being 
defensive as for me this was participant’s experience and I had used the quotes to illustrate this. 
However in this process I was able to reflect and think that I (perhaps like my participants)
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wanted to use this research as a forum in which to publicise what I considered to be poor 
practice. Having reflected on my own motivations, I tried to bracket my own agenda as much as 
possible with the aim of limiting their impingement on the participant’s’ accounts, although I 
am aware that this task is difficult and perhaps impossible.
Reflection on Methodology
Similarities and difference between both the theory and practice o f Interpretative
Phenomenological Analysis (IPA henceforth) and Thematic Analysis (TA henceforth)
The two qualitative studies in this portfolio allow for an insight into the diverse experiences of 
unique populations in particular contexts. In particular, both the Research Report 1 (IPA study) 
and the Research Report 2 (TA study) investigated and illuminated lived experiences through 
using careful and systematic procedures whilst paying close attention to the phenomenology 
therefore providing an insight into the subtle psychological phenomena at work in the decision­
making process of each participant.
IPA’s idiographic commitment typically incorporates a micro analysis of the convergence and 
divergence in the participant’s experiences. In contrast, TA is more concerned with the general 
structure of a phenomenon, with its primary focus being on themes/commonalities across the 
entire data set, rather than the finer details of the individuals experiences (an IPA idiographic 
focus). Furthermore, IPA seeks to gain meaning through interpretation (a hermeneutic 
emphasis), whereas TA’s meaning making processes are typically (as is the case in Research 
Report 2) gained from a rich description of the content in a ‘bottom up’ inductive way. 
Consequently in TA the identified themes are strongly linked to the data, thus staying close to 
participant’s language and sense-making practices (semantic rather than interpretative analysis) 
with the idea being that whilst you start with one individual account, this is usually considered 
to be one instance of a more general phenomenon, which you then compare with other accounts 
in order to establish common underlying features. Thus it can be suggested that TA places less 
of an emphasis on the dynamic role of a two-stage interpretative process, and the presence of a 
double hermeneutic when compared to IPA (Boyatzis, 1998; Braun & Clarke, 2006; Huxley et 
a/., 2011; Smith et al, 2009). Furthermore, Braun and Clarke (2006, p.4) underline the 
‘flexibility’ of TA, particularly in terms of its theoretical and epistemological positioning.
Braun and Clarke (2006) maintain that IPA (unlike TA) is theoretically bounded to a 
‘phenomenological epistemology, which gives experience primacy’ (p.8).
In practice and, in order to uphold these principles, during Research Report 1 (IPA study) the 
researcher read an interview and formed ideas (by using their interpretative skills) into more
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specific themes on the right-hand margin. This process was th e n  repeated for all the interviews, 
allowing for key emerging themes to then be created (allowing for an idiographic focus) (Smith 
& Eatough, 2007). In contrast, as the primary emphasis is on themes and commonalities across 
all of the participants in Research Report 2 (TA) the researcher conducted each of the six 
analytic phases laterally across the entire data set (Huxley e t  a l ,  2011). In order to respect this 
different positioning, during Research Report 2 the researcher read each of the interviews, 
generating as many initial codes as possible. These codes captured a semantic and conceptual 
level reading of the data in meaningful text units, prior to interpretation (Boyatzis, 1998; Braun 
& Clarke, 2006). The researcher th e n  printed the codes (of which there were more than two- 
hundred) along with their extracts and consequently began ‘organising them into theme-piles’ 
(Braun & Clarke, 2006, p.89).
A n a l y s i s  o f  h o w  th e  s t u d e n t ’s  s t a g e  o n  th e  c o u r s e  a n d  s t a t u s  a s  t r a in e e  in f lu e n c e d  th e  l e v e l  
o f  d a t a  a n a ly s i s  f o r  th e  tw o  s tu d ie s .
While IPA is concerned with the detailed examination of the individual’s lived experience, it 
also recognises the dynamic role of this two-stage interpretative process, where according to 
Smith e t  a l .  (2009) ‘without the phenomenology, there would be nothing to interpret; without 
the hermeneutics, the phenomenon would not been seen’ (p.37). IPA acknowledges the 
presence of this double hermeneutic, where the individual’s meaning-making experience is 
understood in accordance with the researcher’s own position, including his/her preconceptions 
and expertise (Smith, 2007). In a similar line of reasoning, Braun and Clarke (2006) maintain 
that;
thematic analysis is not just a collection of extracts strung together with little or no analytic 
narrative. Nor is it a seleetion of extraets with analytic comment that simply or primarily 
paraphrases their eontent. The extracts in thematic analysis are illustrative of the analytic points 
the researeher makes about the data, and should be used to illustrate/support an analysis that 
goes beyond their speeific eontent, to make sense of the data, and tell the reader what it does or 
might mean (p.25).
Consequently both IPA and TA ‘allow’ for the interpretative positioning of the researcher. 
However I suggest that I, as the researeher, experieneed an interesting interplay with this 
interpretative positioning. More specifically, when deeiding to explore sexual-minority client’s 
experienee of therapy, I was presented with a cascade of assumptions around language, 
perceptions and expeetations. A phenomenon adeptly described by Lofthouse (2010). She 
suggests minority clients present the therapist with a ‘brief gust of discomfort [...] which is 
worthy of serious and sensitive discussion’ (p.229). For me, my diseomfort was largely due to
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my lack of experience with this client group and the array of complexities that seemed to be 
inherent within the dynamics of difference and diversity. I was aware of the well-documented, 
long, ambivalent and, at times, potentially damaging relationship between sexual-minority 
individuals and the therapeutic world exits (e.g. Milton, 1998). I wanted to not ‘further’ this 
historical relationship; however this aspiration undoubtedly hampered my own sense making 
process. Indeed, during Research Report 1 (and less so Research Report 2) I am aware that I 
would fail to explore interesting areas during the interviews, fearful of being perceived to be, at 
best uninformed and at worst judgemental and ignorant. However if, as some authors suggest, 
qualitative studies are only as good as the data, I could have potentially limited both Research 
Report’s findings. These apprehensions also fuelled my dilemma between reflecting the 
participant’s worlds and taking into account the social, political cultural and historical 
implications of the researcher’s version of their narrative. In order to ‘manage’ this tension I 
found myself increasingly ‘sticking’ to the participant’s phenomenology and struggled to find a 
comfortable positioning between empathy and critically considering participants accounts. 
Perhaps I therefore undermined my ‘insider’s perspective’ (a positioning that was in fact 
referred to as a strength during the training), fearful that any interpretation would ‘distance’ me 
from the participants accounts and would even misrepresent their experiences or cause offense. 
However, I suggest that as my confidence, familiarly and understanding increased (as you have 
read in my final clinical paper) a gradual shift towards a more critical, interpretative and probing 
analysis that increasingly attempted to build an alternative coherent narrative from participants 
sense making practices increasingly transpired during Research Report 2.
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Appendix B. Interview Questions
1. Tell me about your experience of terminating therapy?
Note; reasons for leaving, feelings, how did it occur, why do you consider it premature, how did 
you feel about it?
2. What did you consider important when terminating therapy?
3. How would you describe your therapist? Tell me about your relationship with your
therapist?
4. What were your expectations before you entered therapy?
5. Can you tell me what your expeetations of therapy are now?
6. Has your experienee of terminating therapy affected you in any way?
7. Is there anything else you would like to add to what you have aheady said about your
experienee of terminating therapy early?
Prompt questions
1. How far in advance did you know that you would terminate?
2. Can you describe your ‘ideal’ experienee of therapy, one where you would not end 
therapy early?
Also gain demographics (age /  gender/ sexual orientation/ modality o f therapy/ length o f time in 
therapy)
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Appendix C. Participant and Information Advertisen
Sexual-minority client’s experiences o f terminatins therapy early
I  want to hear about your experience o f prematurely ending therapy with your therapist
Are you a non-heterosexual individual? Did you terminate therapy earlier than you had initially 
expected (reasons for terminating therapy early should not include circumstantial reasons i.e. 
moving house)? Was the therapy/therapist in question not received through the NHS?
Would you be willing to talk to someone about this experience?
Then I  want to hear from you!
I would like to hear from you if you feel
• In a comfortable place to talk about your experience of terminating therapy and about 
your relationship with that therapist.
However if you feel
• There is a potential risk that you may feel or become distressed when talking about 
dropping out of therapy and when talking about your relationship with that therapist.
• You are currently struggling with severe difficulties such as psychosis or a personality 
disorder.
Then thank-you for your interest in this research study however it is considered that you would 
not be suitable to participate in this study at the present time.
What would participation involve?
Participating in this research would involve a face-to-faee interview at as convenient a location 
for you as possible. It would involve a semi-struetured audio-recorded interview (lasting 
approximately forty minutes to an hour). Interview questions would seek to explore your 
experienee of terminating therapy early.
Additional information
Steps are taken to preserve your anonymity in order to protect your privacy. Interviews will be 
audio-recorded and transcribed. At all times, participant information will be anonymised and 
treated with strict confidentiality. Any information that might identify the participant will be 
disguised in the transcripts to safeguard their identity. Audio recordings will also be stored on a 
password protected file and will be destroyed once they have served their research purpose 
when the researchers Viva has taken place in September 2013. This research has received 
favourable ethical opinion from the Ethics Committee of the Faculty of Arts and Human 
Sciences at the University of Surrey.
If you would like to take part or would like further information, please do not hesitate to contact 
me via email:
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Amy Maguire
Email: A. Maguire@surrey.ac.uk
Supervisor: Dr Martin Milton. Email: m.milton@surrey.ac.uk (PsychD Psychotherapeutic and 
Counselling Psychology Dept).
Department of PsychD Psychotherapeutic and Counselling Psychology, University of Surrey, 
Guildford, Surrey GU2 7XH
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Appendix D. Information Sheet U |
Sexual-minoritv clienfs experiences o f terminatine theravv early
I  want to hear about your experience of prematurely ending therapy with your therapist
I am interested in interviewing non-heterosexual individuals. Individuals must have ended 
therapy earlier than they had initially expected. Reasons for leaving therapy early should not 
include satisfaction with the therapist, accomplishment of goals or circumstantial reasons i.e. 
moving house. Individuals must not have received their therapy through the NHS.
The aim of this research is to expand existing sexual-minority psychotherapeutic literature. In 
particular it will attempt to understand better sexual minority’s client’s experience of therapy, 
particularly their experience of terminating therapy early.
What would participation involve?
Participating would involve a face-to-face interview at as convenient a location for you as 
possible. It would involve a semi-structured audio-recorded interview (lasting approximately 
forty minutes to an hour). Interview questions would seek to explore your experiences of 
ending therapy early.
Following the interview, participants will be given a debrief sheet which will provide them with 
the opportunity to discuss any material that might have been evoked by the interview.
Confidentiality
Interviews will be audio-recorded and transcribed. They will be securely stored in a password 
protected file and computer, which only the researcher will be able to access. Any information 
that might identify the participant will be disguised in the transcripts to safeguard their identity. 
Transcribed interviews will be analysed using Thematic Analysis, which will attempt to gain a 
greater insight into the individual’s experience of terminating therapy earlier than expected. 
Results will be written up as part of my Practitioner Doctorate in Psychotherapeutic Counselling 
Psychology. Audio recordings will also be destroyed once they have served their research 
purpose, when the researcher has completed their Viva in September 2013. This research has 
received favourable ethical opinion from the Ethics Committee of the Faculty of Arts and 
Human Sciences at the University of Surrey.
Furthermore
Participants can withdraw from the study prior to the interview, during the interview, and can 
also ask for their data to be excluded from the analysis up until of April 2013, when data 
analysis will begin, by contacting me on the contact details below. If this occurs, the 
participant’s data will be withdrawn from the research and will not feature in the research 
project.
If you would like to be part of this research project or would like further information, please do 
not hesitate to contact me via email:
Amy Maguire. Email: Email: A. Maguire@surrey.ac.uk
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Supervisor: Dr Martin Milton. Email: m.milton@surrey.ac.uk (PsychD Psychotherapeutic and 
Counselling Psychology Dept).
Department of PsychD Psychotherapeutic and Counselling Psychology, University of Surrey, 
Guildford, Surrey GU2 7XH
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SURREYAppendix E. Consent Form 
I voluntarily agree to take part in the study on;
Sexual-minority clientes experiences o f terminating therapy early
• I have read and understood the Advertisement and Information sheet provided. I have 
been given a lull explanation by the researcher of the nature, purpose, location and 
likely duration of the study, and of what I will be expected to do. I have been given the 
opportunity to ask questions on all aspects of the study and have understood the advice 
and information given as a result.
I understand the interview will be audio-recorded and transcribed and that participant’s 
information will be anonymised and treated with strict confidentiality. Any information 
that might identify the participant will be disguised in the transcripts to safeguard their 
identity. I also understand that audio recordings will be stored on a password protected 
file and computer that only the researcher will be able to access. I understand the 
researcher may have to share some of the date with their supervisor, who will also 
follow this strict confidentiality. Audio-recordings will be destroyed once they have 
served their research purpose, when the researcher has taken their Viva in September 
2013.
I understand that all personal data is held and processed in the strictest confidence and 
in accordance with the Data Protection Act (1998). I am happy for my data to be 
published on the understanding that my anonymity is preserved.
I understand that I am free to withdraw from the research process up until the of 
April 2013 without needing to justify my decision and without prejudice.
• I confirm that I have read and understood the above and freely consent to participating 
in this study. I have been given adequate time to consider my participation.
Name of volunteer (BLOCK CAPITALS) - 
Signed 
Date
Name of researcher - AMY MAGUIRE 
Signed 
Date
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S e x u a l - m in o r i t y  c l i e n t ’s  e x p e r ie n c e s  o f  t e r m in a t in g  th e r a p y  e a r l y
The main objective of this study in which you just participated in was to gain an in-depth 
account of sexual minorities’ experience of prematurely terminating therapy with their 
therapist.
Literature suggests there has been little research carried out with regards to this topic. This 
study aims to expand existing psychotherapeutic literature with regard to sexual minorities’ 
experience of therapy.
If you have found any of the questions today difficult and this has resulted in you feeling in any 
way distressed please contact one of the following:
Your general practitioner (GP) or other relevant health professionals 
London gay and lesbian switchboard: 020 7837 7324 
Website: queery.org.uk 
Friend London: 020 7837 3337 
Pace: 020 7700 1323.
Website: http://www.nacehealth.ore.uk/index.htm
If you have any complaint, concern, or question about this research, please feel free to contact 
the supervisor of this research:
Dr Martin Milton. Email: m.milton@surrey.ac.uk
(PsychD Psychotherapeutic and Counselling Psychology Dept).
You can also contact the researcher: Amy Maguire. Email: A. Maguire@surrey.ac.uk
Your generosity and willingness to participate in this study is greatly appreciated. I f  you 
would like a copy of the final research paper, please contact me and I  will send you a copy.
Finally, thank you again for participating in this research.
Amy Maguire
Trainee Counselling Psychologist.
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Appendix G. Favourable Ethical Opinion from the Faculty of Arts and Human Sciences 
Ethics Committee
Professor Berb’am Opitz
Chair; Faculty of Arts and Human Sciences Ethics 
Committee 
University of Surrey
UNIVERSITY OF
SURREY
Faculty of
Arts and Human Sciences
Guildford, Surrey GU2 7XH UK
T ;+44 (0)1483 669445 
F; +44 (0)1483 689550
www.surrey.ac.uk
Amy Maguire .
Trainee Psychutherapeutic and Counselling Trainee 
School of Psychology 
University of Surrey
26®’ Febnjary 2013 
Dear Amy
Reference: 843-PSY-13 RS
Title of Project; Sexual-mlnoritles experience of terminating therapy early
Thank you for your re-submission of the above proposal.
The Faculty of Arts and Human Sciences Ethics Committee has now given a 
favourable ethical opinion.
If there are any significant changes to your proposal which require further scrutiny, 
please contact the Faculty Ethics Committee before proceeding with your Projed.
Yours sincerely
Professor Bertram Opitz 
Chair
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Appendix H. Thematic map showing the Four Over-arching themes and Subthemes
What is Lesbian, Gay and Transgender clients’ experience of terminating therapy early?
“Didn have any 
kind of 
knowledge”'. 
Conceptualising 
the therapist as 
not being 
informed
T h e ra p is t la c k e d  “a  b a s ic  k n o w le d g e ’
D o u b tin g  th e  th e r a p is t ’s  s k ill
Q u es tio n in g  th e  th e r a p is t ’s  tra in in g
“Ijust don’t 
think we are 
meshing”: 
Relationship 
obstacles
T he th e ra p is t  is  “m a k in g  a s s u m p tio n s ’
‘You w a n t to  ta lk  a b o u t th is  a n d  I  w a n t to  ta lk  a b o u t th a t ’
‘. . . i t  m ig h t h a v e  been  a  m is s e d  o p p o r tu n ity '
“I t  d id n ’t f e e l  r ig h t ’
I  was thinking you 
don’t know what 
you are doing, 
enough is enough”: 
Recognising 
therapy as not 
helping
Time to move 
on
“I  r e a lly  f e l t  I  w a s n ’t  g a in in g  a n y th in g  ’
“I  d id n ’t  f e e l  th is  w a s  p a r t ic u la r ly  h e lp fu l’
“I  d id n ’t  f e e l  h e a r d ’
‘I d i d n ’t  e x p e c t i t  to  b e  lik e  th a t ’
T he c o m p le x ity  in d e c id in g  to  e n d
T he c h a lle n g e s  in d isc lo s in g  “th e  re a so n s  w h y  ‘
M ix e d  th e ra p is t  r e a c tio n s
“I ’v e  v e t te d  th e  n e w  p e r s o n  '
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Appendix I. Transcript of a participant interview.
Key: Interviewer Interviewee
Could you start by telling me about your experience of the therapy in question?
Sure, yeah. I was in therapy for pain, chronic pain management and it was going really well. I went to a 
class with a bunch of other people and that went really well and I connected with one of the counsellors 
who led the class one on one and that was going fine. Um, and then this was in 2008 and then I came out 
on October 2008 so then, um, literally days after that happened I went to my counsellor and was like, well 
she is a therapist and she can help me with this, as it was kind of dramatic. And um, she did not help me, 
she was totally, didn’t know what to think and was kind of, I don’t know if she said anything out rightly 
offensive, like terrible, but she was totally baffled and in over her head and didn’t know what to do, and 
um, that was the end of that. I sat through the entire session, I didn’t get up and leave but that was the end 
of my experience with that therapy. And it was awkward (laughs) and um, so, so I call and cancel my next 
appointment and never went again. I did write her an angry letter three months later, I thought that was an 
appropriate um, and then, it was still kind of awkward and I still get letters in the mail saying ‘hey join 
our pain group’ you know, here and it will have her name on it and I am like I can’t go to that because she 
is so awkward and weird and she didn’t know what to do when I came out, so that was sad.
So I guess I am wondering, it seemed like it was going along quite well until that one session where 
you came out, and I guess I am wondering, what happened in that session?
Yeah, I wrote down what happened and one of the things was you know, I came in and I sat down and I 
said I came out of the closet and I was very careful to identify myself because I didn’t know at the time 
what word I was going to go with. She kept saying the word bisexual and I was like that was a little weird. 
I knew that was weird at the time and she, she said do your parents know? And I was like, I couldn’t 
figure out why she was asking me that because at the time, I was literally days after coming out myself, I 
didn’t care whether my parents knew or not. So um, and then she said something about, do your fiiends 
know and I was like I don’t care of my fiiends know, yes I am blogging about it on my live journal so 
they probably do but I don’t really care, you know, I need to work on myself first. Um, and then she was 
like, later in the session she said, there must be a lot of issues that come up with figuring this out like do 
you want to have children? I mean you’re a women you could have a child. I burst out laughing what 
planet are you from, the fifties? That’s still hilarious to me, what training do you get where you think 
that’s the first thing you say to someone when they eome out. Um, and you know like the whole, you 
know, the whole time I had been in therapy I have never talked to her about kids we talked about many, 
many, other things but I had never talked to her about kids so it was like clear that was about her issues 
you could tell. It was, it was very strange. Um, she, it just seemed like she was on a different, not only 
different page than me, a book that had been written two decades before, maybe not two decades but it 
felt a long time ago. And then she said, well maybe you should go hang out at the feminist book store in 
town and I think the people who work there, are at least bisexual, you know. And it’s like, um, actually I 
do hang out at the book store and I don’t think that’s true. And um, it didn’t seem like she knew anything; 
had any resources. It would just have been so much better if she had of said, ‘tell me about this’ can you 
just tell me about it and just like, open ended questions, typical therapist, but she just kind of if...anyway.
So was it a sense that she really, she panicked, or she got rather anxious and she didn’t, didn’t, have 
an understanding, or a knowledge?
Yeah absolutely, she really had no cultural competency of queer people at all. And I don’t know how that 
can be true because we live in (her location) which is kind of known for having a lot of queer people in it 
and being liberal and um, you know, and she is a professional counsellor and you just have to think, well 
in this day and age you should know more than that. It just didn’t make sense to me.
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So it was someone you expected who would be able to hold that, or help you think?
Yeah absolutely I really didn’t expect her to be like that and like my issues were like, I was, when I came 
out, you know, it was sudden and I was having a lot o f issues, a lot of anxiety and um, she didn’t want to 
address that at all. I don’t think she even knew that’s what was going on. So um, and wasn’t willing to 
talk about that with me, so yeah, that was not good.
In some sense, her questions were not what you needed at the time?
Yeah, yeah I needed things to help me with self-care and she wanted to know about my relationship in my 
family and that stuff and I was like, no I need to be able to feel that I am not going crazy and stuff like 
that so yeah.
And how did it feel in the session?
Bewildered I kept thinking maybe I can get some control and get this back on track. I had really trusted 
her because we had been through things and all of a sudden I felt I knew more than she did, I was the one 
in control which was a total reversal. And then when I left I was really angry, like, yeah.
And I guess, I am wondering when was it that you decided that you weren’t going to go back?
Oh immediately. I didn’t trust her anymore.
So somehow, the trust got undermined. Can you tell me more about that?
Um, I knew that this was going to be my issue from that point forward and she wasn’t going to be able to 
help me with it so I was going to have to find someone else and she literally didn’t have any kind of 
knowledge really so yeah. Um, and yeah I didn’t feel like, I kind of had been working up to a point where 
I thought she is a safe person, she gets me, I feel safe with her and then all of a sudden I didn’t feel that 
way with her.
I guess I am wondering more about that shift?
(Pause) Yeah maybe I felt like my trust had been misplaced. Like (pause) well clearly she never got me at 
all. Um, I would say that (pause) and maybe I hadn’t really ever trusted her and maybe it wasn’t right. I 
mean I was willing to try to trust.
And I am wondering what were your expectations about therapy before you entered and also have 
they changed now?
Um hum, um, it’s been a long time since I started therapy so I don’t remember my expectations. I just 
knew there was something wrong with my life and I thought maybe therapy could help me and I suppose 
for better or worse that actually was true. So you know therapy did get me up to a point where I did get 
better. I did get another therapist after as she was unable to move me past that point. Um, and I see a 
different therapist now and I think my expectations are lower. I am more willing to take things with a 
grain of salt. Like, um, I realised that maybe sometimes I don’t think that the therapist gets it and you 
know sometimes I think they are right sometimes not and um, and I think maybe I’ve vetted the new 
person a little bit better. Like, um, the person I see now is more willing to say I don’t know what that 
means, explain that to me and is a little older and um, hopefully more experienced so, you know, I was a 
little bit sawier about choosing.
So somehow one impact was that you vetted or you tested out?
Yeah and I was able to say, right when I went in that I am a queer person and I need to talk about that. I 
mean obviously when I went in the first time for therapy I didn’t know that about myself so I couldn’t
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have said that. And I think it’s something therapists need to be aware of; that the client could be in the 
closet and not know it. So, um, I don’t think it can be all the clients’ responsibility to do all that vetting. 
So...
But also one response was that you wanted to, to go and find another therapist?
Yeah, yeah it took me a while because looking for therapists is kind of burdensome because you have to 
make lots of phone calls and I actually saw one in-between, she was ok.
And um, do you think that this experience has affected you?
Um, (pause) oh sure it certainly affected me at the time (pause) I think it, it was certainly a dramatic event, 
um, and I guess it’s just been a story I tell as a humorous story to make fun of this person. I mean, I guess, 
I just thought very naively that people were smarter or better than that but that’s obviously not true.
And I guess I am wondering, can you describe what your ideal experience of therapy would be, one 
where you wouldn’t have ended?
Um, you know I think it would have been ok, totally fine if  she didn’t know anything about queer people 
and stuff and she would have just said, you know, open ended questions; tell me about that how you feel, 
how can I help you with that? And then if  she would have had like a list of people, a list for reference, or 
referred me out of her office to someone else that would have been able to help me. We live in a large 
university town I don’t think that would have been difficult, I would have been grateful to her. If she is 
competent, she knows what she is doing, she admits she doesn’t know this area and she referred me that 
would have been great, but it didn’t happen. I understand that everyone has specialised in their area so, 
but I don’t think that would be hard at all.
So someone that would have been quite open to admit what they don’t know...and what kind of, 
what knowledge do you think would be important for a therapist to have?
Um, I guess that’s not my area of expertise, I don’t know, it can be linked to searching again. I would like 
to see that people had done training and qualifications, open to thinking about it with me. Yeah, um, 
(pause) yeah I guess maybe both of those points, I believe training is very important, they have special 
skills that I don’t have and that’s why I go to the therapist. Um, but there is something I really value with 
my own therapist, I don’t know that term you just used, if I use some kind of queer political term that is 
specialised and they say, can you explain to me what that means. Um, so this pretending you know, um, 
that she did know what it is, which is fine, of course I don’t expect them to know that so um, um so just 
admit that. Um, eultural competency like, same basic knowledge about what, you know, um, queer people 
might need.
So just some, so knowledge is, knowledge is a very important thing, even, we are not just talking 
academic knowledge but even cultural knowledge, awareness?
Yes.
And um, to go back to your experience of that, knowledge, that’s something you felt that your 
therapist lacked?
Yeah, absolutely.
Um, how did you feel?
Um, I haven’t thought about that. It was more that I was judging her. (Laughs)
Um, yeah, so it’s more, so what were you judging from her?
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Her ignorance (laughs) Yeah. Um, it was probably because I was hyper manic and I thought I was smarter 
than everyone around me, ‘everything makes sense why does no one else see it’ yeah.
And um, (pause) so looking, I guess looking back, or at the time, can you think of any, a few key 
things that you felt were important that, that was it, this relationship was going to end?
Feeling uncomfortable around her. Um, (pause) feeling that she didn’t understand what was going on at 
all.
Right. And um, we have, we have actually covered everything almost, I guess I am just wanting to 
know if  there is anything that you feel we have missed, and anything that you would like to add?
After I sent her such an angry letter. I waited three months to see if I was still angry as I didn’t know if I 
would be and she called me back and left me a voicemail, um, and what was interesting to me she didn’t 
call at all she just said, um, and then about how, clearly our sessions were, that our last session had an 
effect on me and bla bla bla. I don’t remember and she thought I should come in for another session just 
to cool it out and I just thought that was weird, why would I want to see her anymore? It seemed it was 
more for her than for my benefit so I didn’t do it. I just deleted it and that was the end but it would have 
felt nice at the time to get some better reaction. So....
So what were you looking for?
Something very simple like, I am sorry.
Were you able to tell her in the letter why you did leave?
Yes and I think I even gave her some suggestions for what she should have done, you know. Since then I 
have gotten better at writing these activist letters and you know, now, now I will put it in there the type of 
response I kind of want but at the time I didn’t
How come a letter rather than telling her face to face?
Oh because that makes me really anxious, a conversation like that.
And I guess what, was there any other feelings you were left with?
Um, (pause) I was worried it might happen to someone else, well maybe it wouldn’t have been as bad. I 
think one of the challenges it left me with is that every time you met someone especially at the beginning 
it made it harder for the next person, you want. For me beginning every person, I had to do it tomorrow 
and the next day and twice the next day and I was like so raw you know? So I really wanted that one to go 
well because you know. I’m going to have to do this again, again and again. I want the first few 
experiences to go well and it wasn’t horrible but it wasn’t good.
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Appendix J. Over-arching themes and subthemes and a sample of corresponding 
participants quotes. (Themes that were discussed by all participants have been underlined, see, Frith & Gilson, 
2004).
L  ‘^D id n 't  h a v e  a n y  k in d  o f  k n o w le d g e ”: C o n cep tu a lis in g  th e  th e ra p is t a s  n o t b e in g  in fo rm ed
T h era p ist la c k e d  “a b a sic  k n o w le d g e ”(K athryn)
Sarah: H a d  no cu ltu ra l com peten cy  o f  q u eer p e o p le  a t  a ll
Sarah: /  knew  m ore  than sh e  did, I  w a s  the one in control, w hich  w a s  a  to ta l re v ersa l  
Sarah: She d idn  V know  w h a t to  do  w hen I  cam e out, so  that w a s s a d
Susan: You know  m ore than the g u y  on the o th er e n d  does. That is com m on f o r  w h a t I  w en t through
Kathryn: The cou n sello r n ever h a d  th a t know ledge to  un derstand  m e a n d  I  w o u ld  w a ste  the session  
[ . . .]  I  n eed  so m eo n e  to  u n dersta n d  a n d  n o t ju s t  s i t  there  a n d  [ . . . ]  have N O  id ea  w h a t y o u  a re  on  
a b ou t [ . . .]  tw o sess ion s a n d  then I  fin ish  [ . . . ]
Kathryn: “. . . i f  it  is a b o u t g e n d e r  y o u  n e e d  som eon e w ho know s a b o u t gender, the  sa m e w ith  sexuality, 
y o u  n eed  a  b a sic  un derstanding  o f  sexu a lity  a n d  its im pact
Robert: She cer ta in ly  la ck e d  experience a n d  um, dep th  o f  know ledge  in her chosen  f i e ld  [ . . . ]  which  
w a s p r e t ty  d isappo in tin g
Anna: “its 2 0 1 3  n ow  a n d  g a y  m a rriage  has been lega lised , it  shouldn't even b e  an issu e ”
Doubting the therapist’s skill.
Robert: sh e  cer ta in ly  d id n ’t  com e a cro ss a s  skilfu l w ith  the questions o r  g u id in g  m e [ . . ]  the  
techn iques sh e  w a s using ju s t  didn't seem  to g e t  anyw here
Robert: w a s n ’t k n o w ledgeab le  in w h a t she is do ing
Sarah: /  d id n ’t  know  a t the tim e w h a t w o rd  I  w a s g o in g  to  use, sh e  kep t sa y in g  b isexu a l a n d  I  w a s  
like, th a t is a  little  w e ird  [ . . . ]  She w a s to ta lly  ba ffled  a n d  in o v e r  h er h e a d  a n d  d id n ’t  know  w h a t to  
do  [ . . . ]  that w a s the en d  o f  that
Anna: he kep t touching m y knee a n d  a t one tim e he h u g g ed  m e [ . . . ]  w hich  w a s n ’t  v ery  w elcom e, so  I  
s to p p e d
25 These numbers should be interpreted with a degree of caution. Because of the semi-structured and (to some extent) 
participants led nature of the interviews; the participants were not asked exactly the same questions, although all main 
topics were discussed. Therefore, it should not be assumed that participants’ experiences were as dichotomous as 
discussing or not discussing a topic.
211
Susan: yes but not every person is the same and you have to listen to ME [...]! have been through a 
good half dozen therapists and none of them ever really listened
Matthew: if he had of actually spotted the fact that I have this pattern quite early on and said that
Kathryn; it would have been useful to have input from someone looking in, reflecting back, you know, 
using counselling skills and have the knowledge about what is going on
Questioning the therapists training
Sarah: what training do you get where you think that's the first thing you say to someone when they 
come out
Robert: I was very disappointed with the governing body that she was with, she was supposed to have 
taken all this training
Robert: the exams were too easy
Kathryn: they have not got enough qualifications to deal with it [...] I would rather deal with my 
issues rather than having to educate a counsellor over the differences
Anna: would have benefitted from sensitivity training, to try and change the language he used and 
not to dismiss distress
Sarah: I would like to see that people have done training and qualifications and are open to think 
about it with me
Susan: they tried to follow you know, the Henry Benjamin bible and Benjamin was not one of us so he 
really had no idea what was going on with us
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2. *TJust don’t think we are meshing”: Relationship obstacles
Therapist is “makins assumptions”
Anna: he said that’s just harassment, it’s nothing, just ignore it even though it was really bothering 
me
Matthew: just assumed I was going to have a long period of time with him
Susan: you are talking about the transgender thing and they would turn around and tell you what 
your issues are. I would say, how would you know? [...] they seemed to think you weren’t really 
transgender if you still wanted to sleep with women
Sarah: I mean you ’re a women you could have a child. I burst out laughing, what planet are you 
from, the fifties, that’s still hilarious to me [...] you know, the whole time I had been in therapy I have 
never talked to her about kids [...], clearly that was about her issues
Kathryn: You are making assumptions
Robert: more about her rather than trying to address my issues
“You want to talk about this and I  want to talk about that”(Susan)
Sarah: /  was having a lot if issues, a lot of anxiety. She didn’t want to address that at all [...] she 
wasn’t willing to talk about that with me
Anna: I was talking to him about that, but he just wouldn’t listen, wouldn ’t acknowledge it
Robert: I felt she was working towards a personal ambition rather than working towards helping me
Susan: /  feel that I have one issue on my mind, that’s more important to me, but the therapist is hung 
up on something entirely different that feels of no importance to me
Kathryn: I have had to adapt to the counsellor rather than the counsellor adapt to me
Matthew: I wanted to end it the following week but he said it might be a good idea to have two more 
sessions
“...it misht have been a missed opportunity”(Matthew)
Matthew: if we had of talked about it, it might have opened the door to something that would have 
made me think
Anna: I tried to discuss that with him but he just waved it off as women being silly type of thing 
Robert: not pick up on certain areas and help me explore these areas
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Kathryn: I have had to leave stuff behindfor years and years
Sarah: it would have been much better if she had of said, tell me about this
Susan: yes but not every person is the same and you have to listen to ME in order to find out what my 
life is about
“It didn’t feel risht”
Anna: I felt very uncomfortable in the session, very uncomfortable after the session
Sarah: /  felt she was a safe person, she gets me, I feel safe here and then all of a sudden I didn’t feel 
that way with her
Robert: I should be feeling different after our sessions
Kathryn: because I didn't feel safe in the therapy relationship I didn't go any further into it 
Kathryn: I ’ve never felt safe enough in any of my counselling to actually fully disclose everything 
Anna: he was making me feel so horrible that Ijust stopped turning up andfelt better for not going 
Susan: How much do you trust a therapist who couldn V remember who you were?
Matthew: There was something that felt, it didn’t feel, even though
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3. “I  was thinking you don’t know what you are doing, enough is enough”: Recognising therapy as 
not helping
“I  really felt I  wasn’t sainin2 anythins” (Robert)
Robert: had we gone anywhere that was worthwhile and I had to conclude that there wasn’t
Anna: /  felt a lot worse [...] he was making me feel so horrid that I just stopped turning up and felt 
better
Sarah: she was unable to move me past that point
Kathryn: /  would bring it to a close and I would say, ok, this isn’t going somewhere 
Matthew: there was nothing new and wanting to go somewhere else
Robert: I don't really feel that I am going anywhere with these sessions so I think this will be our last 
one
Susan: /  just don’t think [...] any good is coming out of this
“I  didn’t feel this was particularly helpful” (Robert)
Anna: it was more unhelpful than it was helpful
Anna: wasn’t very helpful
Kathryn: I've been in therapy a couple of times in the past, never found a counsellor who could help
Robert: /  was looking for something [...] that would help me through the depression [...] that 
certainly didn’t happen
Sarah: she wasn't going to be able to help me with it
Robert: she didn't come across as skilful with the questions, or guiding me in to discovering about 
myself
Susan: she wasn't going to be able to help me with it so I was going to have to find someone else 
Matthew; if he had of actually spotted the fact that I have this pattern quite early on and said that
“I  didn’t feel heard” (Anna)
Anna: I didn 7 feel he was listening [...] it made me feel even more lonely because the person that I 
was going to talk to wasn't even listening
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Susan: /  just don't feel you are listening to what I have to say, and that's how I usually ended it [...JI 
have been through a good half dozen therapists and none of them ever really listened
Kathryn: They don't listen, you are talking about the transgender thing and they would turn around 
and tell you what your issues are
“Ididn’t expect it to be like that” (Sarah)
Robert: I didn V expect to come out feeling confused and somewhat bewildered
Robert: would have expected her to have been able to have been able to pick up on certain areas and 
help me explore these
Sarah: /  just thought naively that people are smarter or better than that, but that’s obviously not true 
Anna: I hadjust assumed the person I was seeing would be fine with it and I assumed incorrectly 
Kathryn: from experience they are not going to deal with the issues I am looking for 
Sarah: my expectations are lower
Susan: “I thought the whole idea ofpsychology is what’s important to the patient”
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4. “Time to move on ”
The complexity in decidins to end
Matthew: so for about eight weeks, I [...] thought ok, time to try something new, then, a bit further, 
like ten weeks ![...] made my mind up that I will end
Anna: didn’t want to give up straight away
Susan: after 3 or 4 sessions [...] you know you are just wasting your time and you tell them you are 
stopping
Robert: “to give her an opportunity to show her metal I carried on for the fourth and fifth to make 
sure [...] giving her a lot of string to be able to hang herself
Kathryn: if they are not going to be OK with me being a transvestite than forget it, there’s no way I 
am going to go on with anything else
Sarah: /  came out [...] I went to my counsellor [...] she was totally baffled and in over her head and 
didn’t know what to do. I sat through the entire session, I didn’t get up and leave, but that was the 
end of that therapy
The complexity in disclosins “the reasons why”
Robert: /  didn V say that I thought it was down to her not being very good [...] I didn't (laughs) want 
to upset her feelings
Kathryn: make up an excusable story, you can gloss over certain parts...[...] you live your life a lie 
you perhaps become good at delivering that lie, and that means the counsellor can think, oh I must 
be a good counsellor I ’ve managed to get them better within 3, 4, 5 sessions
Matthew: it maybe wasn’t a good idea to end like that, I wanted to end it the following week but he 
said it might be a good idea to have two more session’s
Matthew: we were able to look into it a little bit [...] so a lot of good stuff came out [...] I leamt a lot 
from having ended
Anna: it took a long time to go back to counselling [...] it made me very nervous
Kathryn: I specifically looked for someone [...], who knew about sexuality, knew about gender issues 
and someone who could deal with the abuse, all important topics to me
Anna: I knew it would be someone really sympathetic to that kind of thing
Sarah: “How come you sent a letter rather than telling her to her face? That makes me really 
anxious a conversation like that
217
Sarah: You tell them you are stopping [..Jand then they start questioning you
Mixed reactions
Matthew: 1 am  th inking o f  term inating  the th erapy  [ . . . ]  he w a s su rp r ised  a n d  he actu a lly  se e m e d  
a n gry  to m e [ . . . ]  I  k in d  o f  thought he d id n ’t  take it very  w e ll
Matthew: w e  w ere  a b le  to lo o k  in to it a  little  b it [ . . .]  so  a  lo t o f  g o o d  s tu ff  cam e o u t [ . . .]  1 le a m t a  lo t  
fro m  having  en d ed
Susan: they s ta r t  question ing  y o u  th a t y o u  a re  question ing  them  a s  a  p ro fe ss io n a l
Kathryn: they h ave  n ever ac tu a lly  com e b a ck  w ith  anything, they have  n ever have  ra ise d  anyth ing
“I ’ve vetted the new person”
Sarah: I vetted the new person
Matthew: The whole process at that time was different to what it was later 
Kathryn: I found someone, she knows enough information, that helps
Robert: I think I would perhaps try one of the, um, one the doctor suggested maybe, they might know 
a better service
Anna: I knew it would be someone really sympathetic to that kind of thing
Kathryn: I specifically looked for someone who didn’t know me, who knew about sexuality, knew 
about gender issues and someone who could deal with the abuse, all important topics to me
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“ ‘That must be the Emerald City’ said Dorothy. As they walked on, the green glow became 
brighter and brighter, it seemed that at last they were nearing the end o f their travels ” (Baum, 
1900, p78).
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